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My dear Karmarkarji, 


With reference to Government of India order No. F.2/202/58- 
PW(Pt.), dated the 16th February, 1960, I have great pleasure in 
forwarding the Final Report of the School Health Committee. The 
Report is in two volumes. ‘The second volume contains the appendices. 


2. We submitted our interim proposals as early as July, 1960 as 
we were anxious that these be taken into consideration when the draft 
Outline of the Third Plan was being formulated. We did this because 
we knew that it will take sometime before we could collect and analyse 
all the relevant data and work out the details of the scheme of school 
health and school meal programmes. 


3. I earnestly hope that with the zeal you have been promoting 
child health and welfare programmes in the country, it will not be 
difficult for you to impress upon the Central and State Governments 
to find resources for implementing the programmes recommended by 
us. 


4. On behalf of the Committee and myself I should like to express 
Our gratitude to you for having given us the privilege to draw up a 
plan for school health of the children upon whom lies the future of 
Our country. 


Yours sincerely, 
(RENUKA RAY) 
Shri D. P. Karmarkar, 
Union Minister for Health, 
Government of India, 
New Delhi-1. 
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“Tt pains one to see neglected children in villages. It is not that 
they are orphans for they have parents but none the less their 
condition indicates as if nobody looks after them. It is a matter 
of regret that the task which we should have attended to prima- 
rily, has not been done. But there are many similar things for 
‘which we have to have regrets. It is, however, not possible to 
bring about a change in conditions in India with a magic wand. 
‘The problem of giving priorities in the plans is a difficult one. 
‘What should come first and what the second and the third and 
which of them should be the last? But in my opinion child wel- 
fare should have the first priority in all our activities....If we 
neglect our children today, if we do not look after them well, we 
will be creating many more difficult problems for ourselves in the 
future.” 
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CHAPTER I 
INTRODUCTION 


The School Health Committee was appointed by the Government of 
India in February 1960 to assess the present standard of health and nutri- 
tion of school children and suggest ways and means of improving them. 
The detailed terms of reference of this Committee were as follows : 


(i) To examine the present position of school health programme 
in the country in all its aspects (excluding physical education, 
games and sports), e.g., prevention of diseases, medical care 
and follow-up service, nutrition, health education, healthy 
environment, etc., of the students at all stages of education 
and to suggest— 


(a) further survey of studies, if required; and 


(b) how the work of various agencies such as medical, social 
and welfare associations can be co-ordinated to assist in 
the promotion of health of school children. 


(ii) To examine studies and surveys so far made to assess the 
nutritional standard of school children and to indicate : 


(a) further survey or studies needed in any specific areas; and 


(b) to give concrete suggestions to institute appropriate 
measures to improve standards of nutrition among school 
children recommending, inter alia, ways and means for 
financing and organising such programme. 


(iii) To examine and recommend the possibility of entrusting 
Primary Health Centres and other Organisations for conduct- 
ing a comprehensive and realistic school health programme in 
association with the local education administration. The re- 
commendations should include measures to develop an effective 
school medical service suitable to the country. 


(iv) To examine the present facilities available for promoting nutri- 
| tional standards of pre-school children and to suggest practical 
measures to improve the present position. 


2. While inaugurating the proceedings of the Committee on the 8th 
April, 1960, the Union Health Minister, Shri D. P. Karmarkar, emphasised 
that the health and well-being of the children constitute the solid founda- 
tion’on which the future of the nation depended a great deal. He, there- 
fore, desired that maximum attention should be devoted to the protection 
of health of the children, specially of the school-going age. The Union 
Education Minister, Dr. K. L. Shrimali, while welcoming the appointment 
of this Committee, stated that unless the whole personality of the child 
is developed, full justice is not done. He suggested that a deep awareness 
must be created in our society that its future depends on children. 


Zn 


3. At its first meeting, the Committee discussed the general lines of 
‘approach to the problems and constituted, for convenience of work, two 
‘sub-committees : 


(a) on school health services; and 
(b) on nutritional needs of pre-school and school children. 


4. A detailed questionnaire (Appendix 1) was sent to various adminis- 
trators, legislators, specialists and experts in the field of nutrition and 
public health, education and social work. The replies received to the 
questionnaire were analysed both at the All-India Institute of Hygiene and 
Public Health, Calcutta, and at the Directorate General of Health Services, 
Central Bureau of Health Intelligence. The results of the analysis with 
the analysed data are shown in Appendix IT in part IT of the Report. 


5. The sub-committees took into consideration all the information 
made available including the results of analysis of the questionnaire, reports 
of visits of the Committee and the individual members to different parts of 
the country. The reports submitted by the sub-committees were discussed 
by us in a general meeting. 


6. The Committee visited the States of West Bengal, Madras, Maha- 
rashtra, Gujarat and Mysore and the Union Territory of Delhi. Besides, 
the members of the Committee also individually visited Andhra Pradesh, 
Kerala, Orissa and Rajasthan. This was done with a view to make on 
the spot study of the schemes and the programmes in operation. In the 
States, the Committee had discussions with Chief Ministers, Ministers for 
Health, Education, Planning, Food and Agriculture and Community Deve- 
lopment and their officials, including Secretaries of these departments and 
heads of the executive departments. Apart from this, discussions were 
also held with the representatives of non-official organisations working in 
the field of health and education and with leaders of medical profession, 
prominent sociai workers and teachers. Institutions where school health 
and meal programmes are being carried out both in rural and urban areas 
were visited by the Committee. These visits were instructive. In addition 
to these discussions, the Committee had meetings with the Central Ministries 
of Education, Health, Planning, Food and Agriculture and Community 
Development. The discussions were also held with the members of the 
Planning Commission. 


7. These discussions were quite helpful to us in formulating our recom- 
mendations. We believe they were also valuable to the State Governments 
who were then in the process of formulating their plans. Eight States/ 
Administrations have included in their Plans provision for mid-day meals 
to school children. 


We are convinced that there is a great deal of enthusiasm on the part 
of the State Governments and community, particularly in the rural areas, 
for providing mid-day meals to children. The Committee feels that if 
there is an agency, which can help the State Governments to initiate such. 


programmes, it will not be difficult to secure the communities’ contribution — 


towards these programmes. It is for this reason that we have recommended 
the establishment of a National School. Health Council at the Centre and 
similar Councils or Committees at State and lower levels. 


8. In: July 1960, we submitted to the Government our interim pro- 
posals. This was done with a view to enable the Government and the 
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Planning Commission to incorporate schemes recommended in this report 
in the Third Five Year Plan which was then being finalized. 


9. The recommendations made in our interim report were considered 
by the Central Council of Health at its meeting held in Jaipur in October 
1960. The Council passed the following resolutions : 


“The Central Council of Health having considered the interim 
proposals of the School Health Committee constituted by the 
Union Ministry of Health reiterates its earlier recommenda- 
tions for including a comprehensive school health service scheme: 
in the Third Five Year Plan and to give top priority to it and 
recommends that : 


(i) adequate provision be made by the Planning Commission: 
for conducting an integrated and comprehensive pro- 
gramme of child health in the Third Plan period; 


(ii) Central assistance should be provided for the promotion of 
this programme; 


(iii) The Government of India should continue the present 
pattern of Central subsidy to States for provision of 
school meals and encourage other States to utilise Central 
assistance; 


(iv) effective co-ordinating machinery at different levels be set 
up for implementation of this programme; and 


(v) the students’ health education units should be established’ 
in the State Health Education Bureaux at an early date 
and the State School Health Committees be constituted 
immediately.” 


10. We have noted with regret that the school health or school meal 
programmes have not received priority during the first and second plans. 
The Third Five Year Plan states : 


“Care of the health of such large numbers of children is not only 
vital in itself, but is a most important aspect: of the health of 
the community as a whole. As the School Health Committee, 
which submitted its interim report about a year ago, pointed’ 
out, the incidence of sickness and disease among _ school 
children, due to malnutrition and other preventive causes is: 
extremely high. It is suggested that the Health programmes. 
drawn up for the Third Plan in the States should ensure: 
certain minimum services for the care of health in the schools. 
These are: (1) clean drinking water and sanitary facilities in 
schools; (2) arrangements for medical inspection; (3) follow- 
up services in Association with the primary health unit in: the: 
development block; and (4) instruction of teachers in health 
education.” 

“The movement for mid-day meals provides a special opportunity: 
for each urban or rural community not only to participate in 
the education effort, but also to improve nutrition and health 
in the schools and to assist the poorer students. Although 
the programme is at present somewhat limited on account of 
financial: considerations; it is suggested that State Governments. 
should endeavour to provide for it, at any rate, wherever local: 
communities:come forward to take their due share in it.” 
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il. The Third Plan, however, does not provide any adequate alloca- 
tion for school health and school meal programmes. This is disappointing, 
particularly, in view of the fact that the planners have commented 
upon the need of the services. We have considered the matter in detail 
and have felt that so far as the mid-day meal was concerned, our interim 
proposals could stand through the adjustment of internal resources and 
external assistance; which may be available in a much larger measure, as 
present indications show. In addition, there would be the communities’ 
help which is likely to come in much greater measure in the future. It 
would be unfortunate if the programme is to be scaled down because of 
lack of resources. 


12. When we had drawn up the interim proposals we had expected 
that the personnel required for school health services would be trained 
at a much faster rate. But this has not happened. Under the circumstances, 
the school health services will have to be scaled down until such time as 
at least the auxiliary nurse-midwives are available in adequate numbers. 
We have thus been compelled to scale down to a considerable extent the 
programme of school health services for the Third Plan period. But this 
reduced programme, we should like to point out, is meant for those States 
where there is lack of adequate medical personnel. We feel that in West 
Bengal and other places where sufficient number of trained health per- 
sonnel are available, the establishment of school health services should 
have a much wider coverage even during the Third Plan period. 


13. One of the problems on which we were asked to give our con- 
sidered opinion relates to the examination of the present facilities available 
for promoting nutritional standards of pre-school children. We have 
suggested that in the distribution of the total milk supply available in the 
country, there should be a priority for nursing mothers, infants, pre- 
school children and school children. If necessary, legislative measures 
should be taken to secure this. So far as milk available through inter- 
national agencies is concerned, it should be reserved mainly for pre-school 
children. In view of the inadequate machinery through which the pre- 
school child can be approached, we have not been able to suggest a 
comprehensive scheme. This will not be possible until such time as institu- 
tions are set up on a nation-wide scale to cater to this age-group. We 
have suggested that any surplus milk left over after attending to the children 
of this age-group should go to the primary school children. 


14. We have not made any recommendation about the physical educa- 
tion of the children as it did not lie under our purview. We learn that 
another Committee of the Ministry of Education on physical education 
has been appointed to look into this aspect of the school health programme 
of the children. | 


15. The recommendations contained in the final report are thus 
modest, considering the vast magnitude of the problem. In drawing up 
these recommendations, the present limitations with regard to the financial 
resources and trained personnel have been kept in mind. A programme 
which should be practical and feasible under the existing conditions has 


been suggested. 
16. We have noted that in the Third Five Year Plan, physical pro- 


grammes accepted for implementation over the five-year period are not 
limited by the financial resources immediately in sight. The outlays have 
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thus necessarily to be regulated with reference to resources actually 
mobilised from year to year. There might be shortfalls in expenditure 
on various schemes included in the Third Plan. We suggest that the provi- 
sion required for mid-day meal programme may be made in annual plans 
of the Centre and States when these are finalized. The Central assistance 
towards this programme, on the existing pattern, would, no doubt, be 
available to the States who provide for this programme in their annual 
plans. 


The Ministry of Health has done a great service to the nation by 
focussing the attention of the public to a neglected health problem which 
is of utmost importance for raising the standard of health of future 
generations. We were pleasantly surprised to see enormous widespread 
enthusiasm of people of all walks of life showing their keenness to 
improve the health and well-being of children. The Health Ministry pro- 
vided us an opportunity to have this experience and gain a deep insight 
into the problems connected with school health. The Health Ministry 
provided necessary facilities for the proper working of the Committee. 
They gave the services of a Secretary, a Joint Secretary and Stenographers. 
The officers of the Ministry of Health and the Directorate General of 
Health Services gave all possible help in transacting technical and other 
business of the Committee. The Health Minister evinced very keen interest 
and gave very valuable suggestions. We are indeed very grateful to 
Shri D. P. Karmarkar, Health Minister, the Secretary, Ministry of Health, 
the Director General of Health Services and various other officers. 


Our thanks are also due to Dr. (Mrs.) Mukta Sen, Director of the 
All-India Institute of Hygiene and Public Health, Calcutta, to the officers 
and staff of the Central Health Education Bureau and the Central Bureau 
of Health Intelligence, for providing various types of assistance to the 
Committee in the drafting of its report. 


We were greatly benefited by the discussions we had with the Minister 
for Planning and the officers of the Planning Commission. The Planning 
Commission were kind enough to spare the services of Shri L. L. Sarin, 
Senior Research Officer of their Health Division to assist the Committee. 


The Committee gratefully acknowledges all the help and technical advice 
it received from other Ministries of the Government of India especially, 
the Ministries of Education and Food and Agriculture. The latter two 
Ministries along with the Health Ministry not only provided very useful 
information but also assisted the Committee in arriving at important conclu- 
sions. We highly value this assistance. 


We are overwhelmed with the earnestness, interest and importance, the 
State Governments and their Chief Ministers showed towards our Com- 
mittee. Chief Ministers, Health, Education and Agriculture Ministers 
gave much of their precious time to discuss with the Committee and to 
give answers to various questions that arose during the working of the 
Committee. The States that were visited by the Committee, provided all 
the necessary facilities for visiting important institutions, meeting experts 
and leaders and extended all courtesies. We are grateful to all the Chief 
Ministers and other Ministers of the State Governments who made the 
work of the Committee smooth and fruitful. We also thank the State 
Departments of Health, Education, Community Development, Food and 
Agriculture and Planning who participated in our discussions and provided 
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all the relevant information. Some of the State Governments sent their 
representatives to attend some of the meetings of the Committee. We 
thankfully acknowledge their splendid contribution. 


The generous response received by the Committee from various voluntary 
organisations, experts, professional and other leaders, was a rewarding 
experience. We express our deep appreciation to all these organisations 
and individuals who willingly cooperated and guided the deliberations of 
the Committee. 


International organisations like WHO, UNICEF, UNESCO, FAO and 
the bilateral agencies like T.C.M. (USA) spared the services of their out- 
standing experts in enlightening the Committee on various intricate problems. 
of school health and school meal programme. Besides, other organisations. 
like CARE and the Ford Foundation also assisted the Committee. We 
wish to record our sense of appreciation of all such assistance. 


This report is a result of combined effort of not only those mentioned 
above but also many others whom we may not have specifically mentioned. 
To this latter category belong many health, education, social welfare and 
community development workers whom the members of the Committee had 
opportunity to meet, talk to and discuss various aspects of school health 
programme. We are richly benefited by these discussions, because they 
helped us to view things from a realistic and down-to-the-earth point of 
view. 


The Committee would like to make special mention of the services 
rendered by the Secretary, Dr. V. Ramakrishna. The Committee also- 
wishes to thank the Joint Secretary and members of the staff attached to: 
the Committee for their devoted assistance. 


We earnestly hope that the report will receive utmost consideration from: 
the Government as well as people as we firmly believe that in its imple- 
mentation lies the future of the nation in the making. 


(RENUKA RAY) 
M. P., Chairman 


(TARA CHERIAN) —. ie i Member- 
(N. B. KABBUR) 

(K. R. RAMACHANDRAN) 
(M. SWAMINATHAN) 

(R. P. DEVADAS) 

(C. GOPALAN) 

(PusHPA MEHTA) + pe 3 
(V. RAMAKRISHNA) ve o Member-Secretary... 
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CHAPTER II 


SCHOOL HEALTH SERVICES—APPRAISAL OF EXISTING 
SITUATION 


Pupils at School 


Over the decade 1951-61, the number of students has increased from 
23.5 million to 43.5 million. The Table below shows the progress in this 
regard during the first two Plans and the likely increase in the Third Plan: 


TABLE [* 


Nuentes of Madents St sehoal sr 


iti 
Stage ano dge-group. iN LAKHS | | | 


RRR AEH HHI ENROLMENT PERCENTAGE 
OF AGE- GROUP 


1960-61 (Likely achievement) 
1965-66( Targets) 


ase 
: —_ 


| 
7 a - 
Le 


Te | 
Speer ay ee 127 165 228 2 a a as ic 


254 32-1 39-9 
1950-51 55-56 60-61 65-66 50-51 55-56 60-61 fe col $0-S4 55-56 60-61 65-66 50-54 55-56 60-61 slay ; 


FER GE aS SE, SS 
PRIMARY (6-11) — + MIDDLE (11-14 SECONDARY (14-17) TOTAL (6-17) 


*Source : Third Five-Year Plan Report. 
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2. At the end of the Third Plan, about 64 million children will be in 
school. The future of our country rests on these children. Today’s. 


children will become the citizens and leaders of tomorrow. The proper 


bringing up of children is, therefore, all the more important. For, besides. 


being a desirable end in itself, it is also a duty we owe to the world of 
tomorrow. We feel that opportunities to develop properly should be 
available to all children in due course. It is suggested in view of the 
limited resources, the recommended scheme of school health services, should 
at least be made available in the beginning to primary school children, 7.e., 
children between the ages 6 and 11 years. 


Reasons for Special Consideration of the School-age Group 


3. “Selection of one segment of the population for special health services. 
pre-supposes clear understanding of the reasons for such selection. 
Children of school-age should be considered as a segment of the 
lifetime of the whole population. During this segment of the life 
span, all children are exposed to situations and are undergoing 
developmental changes which call for watchful care.” 


4. For children to learn effectively, good health is essential. Deficiencies 
in vision or hearing and other handicaps can make learning difficult. 
Sound nutrition is closely related to progress in education. The poorer 
the nutrition, the more difficult it is for the child to learn and cope with 
school life. Under- and mal-nutrition is a serious obstacle to promotion 
of physical and mental health. 


The Present Health and Nutritional Status of the Children in the Country 


5. The present position with regard to the health and nutritional 
status of the children in our country is very unsatisfactory. Extensive 
surveys were carried out in different parts of the country. The findings 
showed that sickness and mortality rates of children in India are among 
the highest in the world. The incidence of diseases directly attributable 
to malnutrition and other preventable causes is also distressingly high. 
Surveys were recently carried out in several States of South India under 
the auspices of Indian Council of Medical Research and World Health 
Organisation. They have revealed that nearly 2 per cent of children 
belonging to the poor socio-economic groups suffer from frank signs of 
deficiency. The magnitude of the problem appears colossal, for every 
child suffering from frank signs, there are, probably, 10 children suffer- 
ing on the border line of malnutrition. One of the commonest causes of 
preventable blindness of children in these areas is Vitamin ‘A’ deficiency. 
In Gujarat State, under the Baroda Municipality’s school medical inspec- 
tion scheme, about 32,500 children were examined in the year 1959-60. 
Out of these over 26,000 were found to have some kind of defect or 
other. 


6. A survey among students was undertaken by the University of 
Calcutta in 1954. It revealed that less than 25 per cent of the children 
examined had good nutritional status. Nutritional disorders constituted 
40.0 per cent, closely followed by defective, vision (30.0 per cent). The 
common diseases found were: dental caries and pyorrhoea, skin diseases, 
enlarged tonsils, enlarged spleen, diseases of heart and lungs besides many 
minor ailments. | 


~ WHO Expert Committee on School Health Services, Geneva—August 1950. 
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7. Yet another survey was carried out in Deoria district of Uttar 
Pradesh. It was to find out the incidence of Goitre among children. It 
showed that out of about 2,000 boys examined, roughly 30 per cent had 
Goitre. Similar surveys carried out in Uttar Pradesh have shown. that 
the children in the districts of Dehra Dun, Tehri, Pauri, Bijnor, Budaun, 
Gonda, Basti and Gorakhpur are also affected with this disease. A clinical 
survey of about 6,400 boys (about 90% living in rural areas and the rest 
in urban areas) in various schools of 16 districts of Uttar Pradesh was 
carried out in 1949-51. Out of 6,400 boys examined more than 3,700 
showed one or more defects. 


8. We cite the results of another project carried out, during the year 
1959-60, in Delhi State. Over 8,400 children (both urban and rural) 
were examined. The percentage of defective children was as high as 84. 
The common defects found were: eye diseases, malnutrition, enlarged 
tonsils and adenoid and dental caries. 


9. We need not state the results of similar surveys carried out else- 
where in the country. For we are positive that the position in the other 
parts of the country is no better. The above considerations call for the 
immediate institution of programmes designed to improve the health and 
nutritional status of children. In most parts of our country, school health 
services have been practically non-existant or imperfectly developed. | 


Recommendations of the Earlier Committee 


10. Certain specific recommendations are contained in three valuable 
earlier reports. The Joint Committee of the Central Advisory Boards of 
Education and Health dealt with this subject in great detail in the year 
1941. Another useful report was issued by the Central Advisory Board 
of Education in 1944. This Committee, however, did not visualise the 
possibility of a comprehensive health service combining in itself both pre- 
ventive and curative health functions for all sections of the community. 
It recommended on the basis of the practice in England, the creation 
and maintenance of a school health service which would be separate 
from the existing provincial (State) health services, preventive and 
curative and which would be under the administrative control of the Education 
Department. 


11. The Health Survey and Development Committee (1946) suggested! 
a modified scheme. It stated: 


“In proposing a scheme for India, where we are practically in the 
position of starting the organisation from the beginning, we 
believe it will be of advantage to recognise that the question 
should be considered primarily from the stand-point of the 
school child for whom the service is being provided. From 
his point of view, continuity of health protection is of funda- 
mental importance. Such continuity requires that the provi- 
sion of medical care for school children should not be isolated 
from the general health services.” 


12. We have very carefully considered the above view-point. We: 
apree that the special services, which are established for certain sections 
of the population, such as, those for children or mothers, should not 
function independently of the general health services for the community.. 
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For effective planning, the cooperation of school health services, with 
other services such as those for infants and pre-school children, the work 
of the public health and education departments, and the services of general 


practitioners and hospitals is necessary. School health services should 


form part and parcel of the general health services for the community. 
We feel that a parallel organisation separate from the community health 


organisation, solely devoted to school health service, is neither desirable — 


nor practicable under existing circumstances. 


13. Recognising the urgent need of adequate health services for the 
student community throughout the country, the Central Council of Health 
adopted the following resolutions at their third meeting held in 1955 : 


“The Central Council of Health viewing with concern the lack of 
adequate student health services throughout the country and 
recognising the urgent need of adequate health services for 
this most important group in the community, recommends that 
all State Governments should take immediate steps to esta- 
blish a student health service under their health departments 
so as to give the entire student population proper medical care 
including nutrition and physical education.” 


14. Subsequently in 1958-59, in their Forty-fourth Report, the Esti- 
mates Committee of the Parliament made the following recommendations 
on school health services : 


“The Committee are of the view that a comprehensive programme 
for improving the standard of health of school children is 
necessary and should be based on surveys already conducted 
or to be undertaken. In this connection the Committee were 
informed that the Ministry purpose to appoint an expert 
committee presided over by a leading public man interested 
in the subject to examine the lines on which health survey 
of school children should be conducted and also to suggest 
ways and means for the promotion of nutrition among school 
children. ‘The Committee feel that this is a good proposal 
because if the health of the school children deteriorates, the 
future of the country is at stake. They, however, suggest 
that this Committee should also indicate as to how the various 
efforts in this direction made by the different agencies can 
best be co-ordinated. They further suggest that such a Com- 
mittee should consider the feasibility of harnessing the medi- 
cal profession through the local medical associations for the 
purpose.” 


15. It is needless to point out that although the need for school health 
services has been felt by one and all, no concrete steps have so far been 
taken either by the State or the Central Government to implement any 
comprehensive programme particularly in the rural parts of the country. 


The Present State of School Health Services in Different States 
16. The Health Survey and Development Committee (1946) reviewed 
the development of School Health Administration in our country as 
follows : 
‘“School medical inspection was started first in Baroda City in 1909, 
In the succeeding years practically every Province introduced 
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some form of school health programme but the area covered 
by the service varies widely as well as the types of schools in 
ne .which medical inspection is carried out. The schemes seem 
to cater more for middle and high schools. than for primary 
schools. The Joint Committee of the Central Advisory Boards 
of Health and Education drew special attention to the frequency 
with which a system of medical inspection was started in the 
Provinces, only to be abandoned after a short while as a measure 
of economy. There are a number of instances of change in 
policy which seem to indicate that there has not been a clear 
appreciation of the fundamental necessity for, and of the 
essential characteristics of a school medical scheme calculated 
to promote the health of the school child. The Committee 
emphasised that satisfactory arrangements for school medical 
inspection and treatment should form an essential part of any 
efficient system of public education. |The conclusion reached 
in the report was that, with certain exceptions, school health work 
in British India is carried on in a perfunctory manner. Envi- 
ronmental hygiene is striking in its absence, particularly in the 
rural areas. Medical insepection is undertaken with inadequate 
provision, in many cases, for the treatment of the defects which 
are detected and with even less provision for preventive work 


through a follow-up service. Health education has produced 
little tangible results.”* 


17. We find that during the last decade some advance has been made, 
mostly in urban areas, towards medical inspection of school children and 
treatment. The progress, however, has been slow. ‘The overall picture has 
not changed perceptibly. Although hygiene and health education find a 
place in the school curriculum in some States, the emphasis is not laid on 
their practical aspect. 


18. During the last decade, a few States have set up school health clinics 
in the districts. Services are being provided through the school medical 
officers or health officers. In most of the schemes taken up by the States in 
urban areas, the work is mostly limited to the medical inspection of children. 
The treatment facilities are not adequately provided. The larger municipa- 
lities and corporations are also providing school health services to the 
children in their areas. Even where provisions have been made for school 
health services there have been lapses in carrying them out. This can be 
seen from the extracts given below from the reports (1959) of the Medical 
Officer of one of the cities of the country : 


eee Under this scheme, there is only provision for 
medical inspection of male children of urban areas without any 
follow-up treatment. Out of the two posts one post remained 
always vacant and the other doctor was assigned by the autho- 
rities some more important job other than school medical 
inspection work. No work was carried out under this scheme 
Gutmerdie.; Yeat; UBAER TOME «lenis ry ia - 


 * These brief notes on the development of school health services in India are based 
on the information contained in the Report on School Medical Inspection of the Joint 
Committee of Central Advisory Boards of Health and Educat‘on (1941). 
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Due to official bottlenecks, the post of school eye surgeon was 
vacant from 6th February, 1958 to 31st May, 1959 and that 
of school dental surgeon from 8th May, 1958 to 3rd Novem- 
ber, 1958. These were great contributory factors in giving a 
lot of disappointment to the parents............ “i 


19. In the rural areas of the country, the school health services are 
required to be provided through the primary health units. We have, how- 
ever, gathered the impression that in most of the States of the country, such 
services are being provided only in a perfunctory manner. It has been 
noted that in several primary health centres, it has not been possible to get 
the services of a medical officer. Even in the primary health units, 
which have the full complement of staff, it is not possible for a_ single 
medical officer to inspect and provide remedial treatment to all the children 
studying in schools in the community development block. In a few States, 
the Medical inspection is limited to the main headquarters of the primary 
health units. In most cases, however, the remedial facilities are not ade- 
quately available. We have observed that there is generally lack of follow- 


up of the pupils examined. 


20. It is evident from the above that while some sort of services are 
available in big cities and towns of the country, the smaller towns and 
particularly the villages do not have any school health services in an 
organised manner. 


21. We are of the opinion that the facilities available at present for 
school health in different States are not satisfactory although the system 
of school medical inspection has been in vogue for a number of years in 
many States. The carrying out of the medical inspection in a perfunctory 
manner, the non-availability of remedial facilities, lack of follow-up even 
in the cases of those declared to have defects and the lack of cooperation 
between the school authorities and parents are some of the factors which 
have contributed to unsatisfactory results in the school health services. We 
feel, therefore, that unless present system is considerably improved, it 
would be a mere waste of time and money to continue it. 


School Health Services in Certain Foreign Countries 


in some other countries. (There is a wide variation in organisation, scope 


22. We may mention G: briefly the school health services available* 
“services in different countries. 


and conduct of school hea 


In U.K., the school health services are provided both in clinics and at 
schools by the Local Education Authorities with the grants from the 
Ministry of Education. Free treatment is provided under the National Health 
Service to all children. In the Soviet Union, the school health service is a 
continuation of the Health Services for pre-school children which is a com- 
prehensive scheme from birth till the children complete the elementary 
education. All schools with 800 or more pupils have full-time doctors and 


nurses. There are also school nurses and dentists in schools. \ No-uniform__ 


system-is followed in all the States of U.S:A- — S | 


-. 


~ *Brief notes taken from materials collected by the World Confederation of Organi- 
sations of the Teaching Profession (1960). 
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é Frequent health studies and surveys are undertaken to ascertain the 
effectiveness of the programme followed and suitable changes are made in 
the programme wherever necessary. The Department of Health and the 
Board of Education jointly work in relation to planning, executing and 
‘supervising the school health programme.’ : 


The French Ministry for National Education has a Department of School 
and University Health which includes: A central coordinating body; 
supervisory doctors; regional doctors (one per university); and departmental 
doctors assisted by area and school doctors. The school health services 
cover all school-age children including college and University students. 


23. In Japan, health services are regarded as an integral part of school 
education. Besides health teaching, the school has a health service organi- 
‘sation composed of school doctors, dentists, pharmacists and nurses. Health 
services are conducted by cooperative efforts of the school, Ministry of 
‘Education, Health Centres and other medical agencies. 


In the Philippines, the public school medical, dental and nursing services 
are administered by Bureau of Public Schools, Department of Education. 
They are conducted by technical personnel such as school physicians, school 
‘dentists and school nurses, who are all Government employees. The school 
health services operate on a division or city level. Generally, each school 
-division has a complement of one school physician, several school dentists 
-and school nurses. 


- In Ceylon, the school has no direct legal role in the provision of health 
‘services. There is a Government department of health and sanitary services 
which provides school medical services under the direction of school medical 
Officer. Children in outlying areas have to go to the nearest hospital for 
treatment. Treatment is free at the school clinics and in all the hospitals 
and dental clinics. 


24. In certain countries, parents are invited at the time of medical 
examination of their children. In Britain, headmasters are required to be 
present when examinations take place; in Italy, the presence of the parents 
ds required. Cumulative health records are kept in most countries which 
provide health services. Health inspection of children takes place at the 
time of school admission. Children are generally 6 to 8 years old at this 
time. The second inspection is usually done at the age of 10—12 years 
in most of the countries. Further, periodic examinations also take place 
in certain countries. A few countries provide for an X-ray examination 
of children. The nurses and teachers play an important patt in the school 
‘health programmes of various countries. 


CHAPTER III 


SCHOOL HEALTH SERVICES—FUNCTIONS OF A SCHOOL 
HEALTH SERVICE 


The purpose of a school health service is “to prepare the child for 
education and for citizenship”*. The school health organisation seeks to. 
remedy or ameliorate, as far as possible, the environmental or other factors 
which militate in the home and in the school against the child’s attaining full 
measure of his mental and physical development. ‘The physical education 
of the child, improvement in his nutrition, the inculcation of healthy habits 
by proper health instruction and the securing of the active cooperation of 
the parents are to be pursued as an integral part of the campaign for im- 
proved school health. 


2. The functions** of a school health service are: 


(1) Health measures, preventive and curative, which include : 
(a) the detection and treatment of defects and 


(6) the creation and maintenance of a hygienic environment 
in and around the school, and 


(it) Measures for promoting positive health which should 
include : 

(a) the provision of supplementary food to improve the nut- 

ritional status of the child; ; 


(5) physical culture through games, sports and gymnastic 
are and through corporate recreational activities; 
an 


(c) health education through formal instruction and the prac- 
tice of a hygienic mode of life. 


3. Provision of healthful school environment is a function of utmost 
importance for the health and well-being of school children. Many of the 
communicable diseases could be easily prevented if there are enough 
sanitary facilities, safe water supply, disposal of human waste and rubbish: 
and good lighting and ventilation in the school and its surroundings. We 
have observed that some of these basic facilities are lacking in many schools. 
Besides these, there is lack of enough accommodation, resulting in the over- 
crowding of school rooms which also militates against health and facilities 
spread of contagious diseases. As this is a very important part of compre- 
hensive school health service, we will be dealing with this in some detail in 
a separate chapter. 


4. Next to the healthful school environment, inculcating habits of 
cleanliness, both personal and social, is very important at this young: 
school-age. A separate chapter has been devoted in this report for this 

eae | 
*Sir George Newman. 
**Health Survey & Development Committee Report. 
14 
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vital subject of ‘school health education’. We also feel that it is essential 
to pay special attention to some of the contagious diseases due to unclean 
habits that are likely to spread in a school situation where children come 
together. In this connection, we may mention that scabies, skin diseases, 
pediculosis and eye diseases like conjunctivitis and trachoma are commonly 
found among school population. It is necessary to make children to look 
after their oral hygiene also as affection of the teeth and gums, pyorrhoea, 
dental caries affect the general health of the pupils. The Committee recom- 
mends that personal cleanliness drills should be instituted in lower primary 
Classes. 


Prompt care is essential to see that the defects of the following organs 
do not handicap the future of the child. 


Care of the Eyes 


5. There is little doubt that under a school health programme, all 
children should have a thorough eye examination. Minimum procedures 
include continuous teachers’ observation for signs of suspected eye disorder 
and an annual programme of vision-testing. These procedures are possible 
in every school, since equipment needed is inexpensive and special person- 
nel are not essential. Many children have eye defects that can be detected 
by observation by teacher and parents. School tests for visual acuity should 
be ‘screening’ tests. These are not intended to diagnose the nature of the 
eye defects. Children with any symptoms of eye defects should be referred 
to an Ophthalmologist. Special facilities should be provided at hospitals 
for the treatment of eye infections and abnormalities among children and 
for fitting of glasses. 


Care of the Ear, Nose & Throat 


6. Care of the ear, nose and throat is also equally important as it is likely 
that the special senses will be adversely affected if not properly attended to 
in time, specially during the growing age. We have found that affection 
of these organs are common among school children. From this point of 
view, the teacher should be able to observe frequent occurrences of sore 
throat, discharges from the ears, habit of mouth-breathing which indicate 
enlargement of tonsils and adenoids. Such cases should be referred to the 
medical authorities concerned as early as possible. 


Care of the Teeth 


7. The School Health Programme should also include arrangements for 
dental health education and care because dental health is of great importance 
to the prevention of ill-health. Prevention of dental caries depends mainly 
upon detection of early defects and remedial treatment. We are aware of 
the shortage of dentists in our country and thus of the fact that it may not 
be possible to appoint whole-time dentists for school health programme. We, 
therefore, recommend that mobile dental clinics should be set up and utilised: 
for the treatment of school children in rural areas. 


Medical Examination 


8. While it is necessary that all children should be medically examined, 
but in view of the limited resources available first priority should be given 
to the children in the primary school. We are, however, seriously against. 
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the common cursory medical inspection carried out as routine. We feel 
that the medical examinations should be sufficiently painstaking and com- 
prehensive. These should also be sufficiently informative to guide school 
personnel in the proper cunselling of the children. The newly admitted 
children should, undoubtedly, receive first attention at the time of their 
entrance into the primary school and again four years later. ‘The limited 
facilities available today do not permit medical examination at more 
frequent intervals. The children who show serious conditions at entrance 
and those noticed by the teachers to have signs of defects and illness would, 
no doubt, require more frequent examination and follow-up. 


9, The auxiliary nurse-midwives along with the teacher should help 
the medical officers with regard to the recording of history and determina- 
tion of heights and weights of the children. With such assistance, it should 
be possible for a medical officer to complete the medical examination of 
each pupil in about 10 minutes on an average. It is desirable that parents 
should be persuaded to be present during their examination. 


10. In addition to these periodical medical inspections, the medical 
officer will examine the pupils reported to be unwell or below par by the 
school teacher or the auxiliary nurse-midwife. It is expected that the auxi- 
liary nurse-midwives should visit the school at least once a month. During 
these visits, it would be possible for her to collect information regarding 
fresh illnesses and also absenteeism of the children. This might facilitate 
institution of remedial measures if called for. It should be possible for the 
rata with some preliminary training to spot signs of some common 

iseases. 7 


11. With the provision of school health services, it is necessary that 
adequate space is made available for the medical inspection of the children. 
In big schools, it should be possible to provide a separate room for this 
purpose. This room should be located near the administrative offices. In 
small schools or the schools in villages, the headmasters’ room can be 
utilised for this purpose on the day of medical inspection. 


Provision of Treatment Facilities 


12. An important drawback with regard to the school health service 
programme currently in operation in different States of the country is the 
absence of a satisfactory system for institution of remedial measures and 
follow-up. We strongly feel that any school health service will fail to 
achieve its objective unless treatment is secured. The ultimate value of 
much of the work to be done for the school child depends upon the provi- 
sion of good treatment. ‘The school health service, therefore, must  con- 
sider as one of its functions the securing of facilities for treatment which 
are available for school children. In our opinion, the following steps are 
necessary in this regard : 

(i) If the defects observed are of such a nature that they could 
be treated in the primary health units, the medical officer and 
the auxiliary nurse-midwife should arrange for treatment in 
the centre itself. 

(ii) The centre should conduct clinics solely for school children 
on one afternoon every week. The time and day should be 
notified to all the schools in the area of the centre. 

(iii) Where the defect is of such a nature as to call for more 
specialised treatment, transport should be made available for 
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carrying pupils concerned to the nearest hospital where such 

_ specialised facilities exist. It will be the joint responsibility of 
the parent, teacher and the medical staff of the health centre 
to ensure that the pupil suffering from the defect undergoes 
appropriate treatment either at the centre itself or in the nearby 
hospital as the case may be. 


(iv) Beds should be reserved in the hospitals for accommodating 
the pupils referred for treatment by establishing additional 
wards for children. Special arrangements may also be made 
in the out-patients’ department for the treatment of these 
children. The over-crowding in hospitals and the fact that no 
special provision is being made for attention to children are 
largely responsible for the present unsatisfactory situation with 
regard to the follow-up of school medical inspection. 


(v) In certain States, like West Bengal, an attempt is being made 
to organise the system of periodic visits to health units by a 
team of specialists. Such a system has its advantages and, 
where facilities permit, the possibility of adopting such an 

| arrangement may be explored. 

(vt) It will be the responsibility of the teacher and the auxiliary 
nurse-midwife to maintain follow-up of the children who have 
received treatment in hospitals and primary health units. 


Control of Communicable Diseases 


13. The incidence of communicable diseases such as Malaria, Filaria, 
Tuberculosis, Leprosy, Dysentery, Typhoid, Cholera, Hookworm, Diph- 
theria and Smallpox, has been fairly high in our country. Some of these 
are very common among school-age population. The control of these 
diseases has received a high priority during the Second and Third Plans. 
We are glad to note that annual incidence of Malaria in the country has 
gone down from 75 million to 10 million cases during the decade 1951-61 
due to the National Malaria Eradication Programme. It is now contem- 
plated to eradicate smallpox from the country during the Third Plan 
period. Similar intensive efforts should be made to control and eradicate 
other communicable diseases particularly Diphtheria and Poliomyelitis. 
The B.C.G. vaccination programme for the prevention of T.B. should be 
intensified. 


14. The control of communicable diseases remains one of the primary 
problems with which the school authorities are faced. The spread of 
infection is a problem which exists wherever groups of children congregate. 
We firmly believe that the administration of communicable disease 
programmes should be the responsibility of the public health authorities 
and that the school authorities should seek the guidance of the public 
health officer in this regard. In schools, care should, however, be taken 
to detect promptly, and to isolate cases of communicable diseases. We 
feel that it should not be difficult for the teacher, if he is properly trained, 
to spot out cases of students suffering from common communicable 


diseases. 
Immunisation 


15. Periodical immunisation is an effective measure to protect against 
many communicable diseases. Most countries have made immunization 
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against Diphtheria, Polio and Smallpox compulsory (see appendix in 
Part 11). The following immunization schedules* were accepted by the 
participants in the technical discussions at the Thirteenth World Health 
Assembly as being suitable for areas with adequate and for areas with 
inadequate medical services, respectively. 


For Areas with Adequate Medical Services 


— 


Age Proposed Schedule 


_—_______.. 


2—6 months Diphtheria-pertussis-tetanus triple vaccine: 3 doses 
with 1 month’s interval between each dose. 


———_— 


6—7 months Smalipox vaccinaticn. 
7—10 months Poliomyelitis vaccine (inactivated) :2 doses with a month’s 
interval. 


15—18 months —_ Booster dose of triple vaccine; simultaneously, third dose 
of poliomyelitis vaccine. 


2—4 years Fourth dose of paliomyelitis vaccine. 

5-0 eyears Booster dose of diphtheria-tetanus vaccine simultaneously, 
smallpox revaccination. 

10—15 years Booster dose of diphtheria-tetanus vaccine if Schick test 


positive; no injection of diphtheria prophylactic in 
Schick pseudo-reactors. BCG _ vaccination in tuber- 
culin-negative reactors). 


For Areas with Inadequate Medical Services 


Age Proposed Schedule Visit 
O0O—4 weeks (1) BCG vaccination. Ist 
3—9 months (2) Smallpox vaccination 2nd & 3rd 


(3) Diphtheria-pertussis-tetanus (triple vac- 
cine with alum): 2 doses at an interval 
of one month. 

The first injection could be given at the 

time of smallpox vaccination. Smallpox 

vaccination is verified at the second 

visit. Failures of smallpox vaccination 

are revaccinated. 
School entry or (4) Diphtheria/tetanus bcoster (plain or 4th & 5th 
soon thereafter. with alum). 

(5) TAB vaccinaticn (where necessary): 2 
doses at an interval of cne month. 

(6) Smallpox revaccination: at the time cf 

second TAB injcction. 


10-14 years (7) BCG _ revaccination (in tuberculin- 6th & 7th 
negative reactors). 
(8) Smallpox revaccination. 


(9) TAB booster. 
Source; WHO CHRONICLE Vol. 15, No. 8, August 1961. 
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16. Diseases like smallpox, diphtheria, whooping cough, tetanus, and 
typhoid, cholera and T.B. are preventable if steps are taken for immuni- 
zation regularly against these diseases at appropriate stages. We, however, 
feel that emphasis should be laid on compulsory primary or re-vaccination 
against smallpox immediately. These vaccinations must be carried out 
before the entrance of children to the schools and at intervals of 3-4 years. 
We recommend that immunization against diphtheria, whooping cough 
and tetanus (D.P.T.) should be made compulsory in the immediate 
future. Steps should be taken to manufacture the vaccine in India so that 
it may be supplied free. We have observed that in certain areas of the 
country incidence of polio is being reported. The Government should 
consider institutions of immunization programme against it in such areas 
as early as possible. During epidemics, it should be the responsibility of 
the school health service to ensure that appropriate preventive inoculations 
are undertaken in the schools. In areas where epidemics have been known 
to recur with regular periodicity, it would be necessary to undertake such 
preventive measures as a routine to cover the dangerous periods. 


16(a). Mental Health——The health of the child is bound up with its 
emotional and social well-being. ‘Today, the rapid strides in industrialisa- 
tion that our country is making and the urbanisation going on alround 
have affected the family pattern and its value system resulting in an 
atmosphere conducive to social disorganisation and maladjustment. 
Juvenile delinquency and maladjustment among children is becoming a 
problem, especially in urban areas of the country. 


16(b). We recognise that the causes of juvenile delinquency are 
many and require organised and concerted effort on the part of the 
family, the community, the educational and social organisations and the 
Government. Next to home, the school is of the most strategic importance 
in preventing maladjustment and promoting mental health of the child. 
The class teacher plays the key role in this. We recommend that the cur- 
riculum should be broad-based and flexible with a large variety of co- 
curricular activity suiting individual needs and interests. Besides the 
desirability of having a sympathetic and understanding teacher, there 
should be a co-operative atmosphere in the class-room and the school 
environment offering emotional security to the child so that its personality 
in toto may develop. We also feel that effective co-operation between 
the teacher and the parent is of utmost importance and so measures 
should be taken to form and promote parent-teacher associations. 


16(c). There are very few facilities, like student counselling in schools 
or child guidance clinics. We are aware that under the existing conditions, 
it may not be possible to have such facilities in all the schools of the 
country. However, we recommend that child counselling units in schools 
and child guidance clinics in the local health Gepartments be established 
to start with in metropolitan cities where technical personnel and resources 
may be easily available for providing such services. 


School Health Through Primary Health Units 


17. The primary health units are being established for providing an 
integral preventive and curative medical service in rural areas of the 
country. By the end of the Third Plan period, there would be one pri- 
mary health unit in each of the 5,000 Community Development blocks to 
be set up in the country. At present, in most of the States, excepting 
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West Bengal where the position is better, the staff of the primary health 
unit consists of : 


One medical officer, 

One health visitor, 

Four auxiliary nurse-midwives or midwives, 
One sanitary inspector and ancillary staff. 


The main services that are supposed to be provided to the community 
by the above team are as follows : 


(a) medical care; 
(b) maternal and child health services, including school health; 


(c) health education; 

(d) control of communicable diseases; 
(e) sanitation of the environment; 

(f) collection of vital statistics; and 


(g) family planning. 

18. Experience from the inception of Primary Health units till today, 
however, clearly shows that as now established they are making no signifi- 
cant impact on school health. Even the skeleton staff now provided is not 
often in a position to carry out even the basic services as mentioned above. 
The Panel on Health Programmes constituted by the Planning Commis- 
sion recommended in 1955 and reiterated in 1961 the following minimum. 
staff for the effective functioning of the primary health units. 


(a) 2 doctors 
(b) 2 health visitors \ : 


(c) 3 nurses J 
(d) 4 midwives 

(e) 1 social worker 
(f) 3 sanitarians 

(g) 1 compounder 
(h) ancillary staff. 


19. At present, a primary health centre serves a population of about 
66,000 which will increase by 1966. The number of children between 
the ages of 6 and 11 years in the area covered by a primary health centre 
is, at present, roughly 6,000. It is not possible for the present staff of a 
primary health unit to undertake, in addition to community health pro- 
grammes, a comprehensive school health service programme also. We 
therefore, feel that for carrying out this programme through primary 
health units it will be necessary to increase the staff by at least one addi- 
tional medical officer and four auxiliary nurse-midwives. The effort 
should, however, be made to increase the staff as recommended by the 
Health Panel of the Planning Commission. The ideal medical officer- 
population ratio for a comprehensive health programme, including school 
health programme, would be 1: 10,000 but we realise that in the pre- 
sent circumstances, it will not be possible to achieve this ideal in the 
immediate future. | 
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Shortage of Doctors in Rural Areas and Measures for Combating 


20. There were 2800 primary health units in the country by the end of 
Second Plan period. In our interim proposal we have suggested that for the 
proper functioning of this programme it will be necessary to have two doctors 
per unit. In our recommendations therein we had suggested that until such 
time the doctors were available an auxiliary nurse-midwife may be added 
to each health centre and the work carried out accordingly. 


There is actually no shortage of doctors in the country, as we had 
70,000 doctors in practice or in service by the end of Second Plan period. 
There is, therefore, mal-distribution of doctors with the result that while 
the doctor-population ratio is 1 : 2,000 in urban areas, it is 1 : 40,000 in 
rural areas. 


21. In our interim report, we have mentioned that the following incen- 
tives may be offered with a view to attract medical personnel to work in 
rural areas : 


(i) Better salary scale for medical officers working in rural areas. 
(ii) Facilities for housing and reasonable amenities. 


(iii) Suitable arrangements for the schooling of children of these 
officers and the payment of additional allowances for _ this 
purpose. 


(iv) More attractive leave and travel facilities. 


(v) Facilities for periodical refresher courses in teaching institutions 
and provision for the distribution of technical literature. 


(vi) Recognition of the work carried out in the rural areas in the 
shape of advance increments and institution of a system by 
which after a term in the rural service the officers will be 
entitled for posting in urban institutions. 


(vii) Provision of proper transport facilities to enable the officers to 
discharge their duties satisfactorily. 


We are glad to note that the Third Five Year Plan has also suggested 
certain measures with a view to create necessary climate and conditions for 
securing personnel for rural areas. 


22. We feel that if the above measures are taken earnestly the problem 
can be solved to a large extent. Steps should also be taken to open referral 
hospitals so that the cases requiring specialists’ care can be referred there by 
the doctors working in primary health units. We are glad to learn that 
West Bengal has been able to appoint two doctors in each primary health 
unit established in the State. We see no reason, therefore, why the other 
States should not be able to recruit the minimum staff as proposed by us for 
their primary health units by giving incentives or by implementing the above 
measures earnestly. The proposal that medical students should serve for 
6—12 months in the rural areas before they get their degrees, will help to 
meet the shortage of doctors in our country. We commend this. 


Co-operation of Private Practitioners 


23. The possibility of enlisting the co-operation of private practitioners 
to carry out medical inspection of school children on a part-time basis has 
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been suggested. Where adequate number of private practitioners are 
forthcoming for such service, such a scheme may perhaps be possible. It 
must be remembered, however, that apart from medical inspection, the 
school health service includes the follow-up of children and other items 
mentioned above. How far private practitioners, recruited on a part-time 
basis, can fulfil the objectives of a health programme is a moot question. 
Moreover, in urban areas where there is a large surplus of private practi- 
tioners, we have Government hospitals and dispensaries. ‘The cooperation 
of private practitioners is, therefore, to be sought for in rural areas where 
Government doctors are scarce. 


Role of Auxiliary Nurse-Midwife 


24. In view of the rapid expansion in the provision of health services 
in the country, large numbers of auxiliary nurse-midwives are needed. We 
have noted that although since the beginning of the First Plan, steps have 
been taken to expand training facilities for such categories of personnel, 
shortages have continued to be acute. The auxiliary nurse-midwives have 
to go through a two-year course of training only. It should not, therefore, 
be difficult to expand and create new facilities for the training of a larger 
number of auxiliary nurse-midwives during the Third Plan period. Incen- 
tives as mentioned above in the case of doctors should also be provided for 
such personnel, so as to attract them to work in rural areas. We feel that 
if local candidates are selected for training and are later employed in their 
own areas, without being moved into distant places, many candidates would 
become available for such type of training. 


Place of Teacher in School Health Services 


25. The teacher plays an important role in influencinz the child and 
the whole community in matters of health. He, in his daily contacts with 
his pupils, has opportunities to notice early changes in their health and 
vivacity. Teachers can make good use of opportunities for health educa- 
tion when they teach in a school environment which itself is healthful, relate 
health teaching to the needs and interests of children and utilize the help 
of available health resources. We feel that although health services are 
carried out by health personnel, the teacher has an important part to play. 
We agree with the following views expressed in the report of the Expert 
Committee of the WHO on School Health Services : 


PPrerstore 36 i. for the teacher is obviously important and 
fundamental in any health service. In areas with extremely 
limited health facilities, the teacher may be one of the few 
persons in the community, besides the parents, interested in the 
child’s health. While a programme which depends on the 
teacher to carry the whole burden cannot be as productive as 
one with a nurse and physician, there is obviously much that 
can be done. Conversely, in a highly developed service the 

_ role of the teacher, while no longer unique, is still as important 
to the child’s welfare as ever, and there is no substitute for the 
knowledge gained from the teacher’s continued classroom 
observation.” 


With adequate training in health education and school health service it 
should be possible for the teacher to undertake the following functions 


Measuring the height of school children 


the weight of children 


Recording 


Doctor takes chest measurement of a boy 
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connected with school health services of children with the help of health 
staff : 


(i) Daily observation of children with a view to spot any devia- 
tion from normal health; 


(ii) Recording a height and weight, and simple testing of vision; 

(iii) Maintaining of health record of the child including family 
history; 

(iv) Assisting the doctor in the course of the medical examination 
of the children; 


(v) Bringing to the notice of parents the defects with a view to 
ensure that the recommended remedial measures are adopted; 
and 

(vi) Giving first-aid. 

We feel that as in the case of medical officers, unless proper incentives and 
reasonable emoluments are given, it will be impossible to enthuse the 
teachers to participate in this programme effectively. 


School Health Work in Urban Areas 


26. As mentioned earlier, the majority of doctors in our country are 
concentrated in the urban areas. The development of a school health 
service can, therefore, be carried out more easily in the larger urban centres. 
Apart from higher proportion of medical men, the concentration of school 
population within narrower limits in towns and cities, the better facilities 
for transport and for treatment and the existence of public health organi- 
sation are other advantages which can be fully utilised in developing school 
health work. in urban areas. We have reason to believe that the health of 
children suffers much more in slums and congested areas in towns and cities 
due to the over-crowding and other insanitary conditions than elsewhere. 
We cannot, therefore, afford to neglect the children in cities. It is suggested, 
therefore, that the children of the urban areas should also be _ provided 
school health facilities. These children may get the benefit of attention 
from the hospitals. In case where defects are noted and medical treatment 
is required, the children may be taken in groups by the teachers or the 
school medical officer to the hospitals concerned on one or two afternoons 
in the week, when the staff can look after them. Children who require 
more frequent visits may be advised to attend such afternoon services. 


Proposed Programme 


27. The Joint Committee of the Central Advisory Boards of Education 
and Health have pointed out the sad fact that the State (the then Provin- 
cial) Governments had given up the school medical inspection schemes 
started by them after a very short time. We are, therefore, particular that 
if such a situation is to be avoided, a well-chalked-out scheme, capable 
of producing results, has to be recommended. In our interim report, we 
have recommended that at least 25 million children of the age-group 6—11 
out of 40 million children in this age-group in the rural areas should be 
covered by the end of the Third Plan period. The total number of children 
in this age-group is 50 million including in urban areas. We feel that 
considering the importance of the programme in the country, this target. 
must be considered a modest one. 

L7Dte of HS/63—3. 
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28. We have since then, however, taken note of several practical 
difficulties in the matter of attaining this target within the specified period. 
Firstly, the Third Plan has not laid adequate emphasis on the training of 
medical and auxiliary personnel with the result that the shortage of these 
personnel may persist by the end of the Third Plan period also. Secondly, 
we regret to note that no significant provision has been made in the Third 
Five Year Plan by the Centre or the State Governments for the expansion 
of school health services in the country. In view of these practical difficul- 
ties we are constrained to suggest two stages in order to provide school 
health services even to the children of age-group 6—11. 


29. We recommend two stages. During the first stage, we recom- 
mend a scheme of a limited nature which would embrace only a limited 
section of the school population even in the age-group 6—11. In making 
this recommendation, we have kept in view two considerations: (1) the 
medical officer in-charge of the primary health unit has multifarious duties 
to perform and it will not be possible for him to devote more than a 
limited time to the development of school health services; and (2) _ the 
teachers who have to carry out certain health duties would require train- 
ing before they can take up such work. 


First Stage (1962-66) 


30. (i) Rural areas.—School health services should be developed in 
an area close to the primary health unit. Roughly 40 villages or 40 pri- 
mary schools with a total of about 2,000 students on roll may be covered. 


The existing staff in a primary health unit may be strengthened by one 
auxiliary nurse-midwife. Each of the five auxiliary nurse-widwives may 
assist the medical officer along with the teacher in the work of school health 
services in 8 schools. 


The programme may be phased over the Third Plan period. During 
1962-63, school health services may be provided in 1,000 primary health 
centres. The coverage should be increased gradually so that by 1965-66, 
all the 5,000 primary health units are strengthened. The total number of 
students which would thus be provided with school health services would 
roughly be 100 lakhs in about 2,00,000 schools or villages. 

(ii) District Project—We xecommend that side by side, one district 
may be selected in each State and school health services provided to ail’ 
the children in the age-group 6—11. After every year the project may be 
extended to another district also so that by the end of the Third Plan period 
the school health services may be provided in four districts in each State. 
The district selected should be such where all the medical facilities are 
available and preferably where teaching hospitals and teachers’ training 
institutions are located. The project would give an idea of the cost of 
providing school health services in the entire State and would also clear 
up the administrative or organisational or implementation difficulties. 


(iii) Corporations.—School health services may be taken up in all 
schools in cities which have Corporations and municipalities. While the 
minimum coverage should be all the children in the age-group 6—11, 
efforts should be made wherever facilities are available, to provide school 
health facilities in middle and secondary schools also. In any case, all the 
children studying in schools located in slum areas of the cities and towns 


must be covered. 


of 


Cost of the Programme 


The following expenditure is envisaged per primary health unit: 


(a) Recurring : 


| Rs. 
One Auxiliary Nurse-Midwife @Rs. 120 pa m. oe 1,440 
One Attendant @Rs. 75 p.m. ot ne 4. 900 
Forms, cards, stationery, contingency, etc. a 160 
Drugs and diet supplements .. ae ‘i ee By 250 
TOTAL (R) il: 2,750 
(b) Non-recurring : 
First-aid kits @Rs. 25 per kit—40 kits ei a ¥ 1,000 
Equipment, furniture,etc. .. te 4 4 300 
ToraL (NR)... 1,300 
TOTAL (R) plus (N.R.) a : 4,050 


The total expenditure is estimated to be about Rs. 4 crores during the 
Third Plan period. The year-wise expenditure would be as follows: 


1962-63 


1963-64 .. 
1964-65 .. 


1965-66 . 


Coverage : 


Rupees 
in 
lakhs 
40-50 
68 -00 
136-00 
150-50 


“Toraae a 395 00 


eee 


The total number of children covered in the a stage 


would be as follows : 


No. .of children 
covered in the 
age-group 6—11 


(in million) 
Rural areas fis = 5 om ts 10-00 
District projects a Of uf a hes 8-8 
Corporations .. i. . AS a) de a2 
22-0 


or 44% of the tora 
children in the age- 
group 6—]] 
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Second Stage (1966-71) 


31. Rural areas——During this period, the school health services should 
be extended to all the primary school children in the community develop- 
ment blocks. 


One medical officer and three auxiliary nurse-midwives may further be 
added to the staff of the primary health unit. The two medical officers 
and eight auxiliary nurse-midwives may distribute among themselves the 
work of school health services in about 100 primary schools functioning in 
a block. 


During the first year, 1,000 primary health units may be expanded and 
in five years, all the 5,000 primary health units may be _ strengthened. 
Efforts should also be made to provide school health facilities during this 
period, wherever facilities exist, to children of the middle and high schools. 
The Help of the referral and district hospitals set up in taluk hospitals 
and of the private practitioners may also be sought. | 


Urban areas.—The school health services should be extended to the 
entire urban areas. The children of the ages 6—14 should have _ the 
priority. The scheme may be extended to the children of high schools, if 
resources permit. 


The above is the general approach we have recommended for the gradual 
development of school health services in the country. 


Cost of the Programme 
The following expenditure is envisaged per primary health unit : 


(a) Recurring : 


Rs. 
One Medical Officer of Health (School Health) @Rs. 300 p.m. —_ 3,600 
Three Auxiliary Nurse-Midwives @Rs. 120 per month fe 4,320 
Gee ccnder @ Rs cTSeemeee we 900 
Forms, cards, stationery, postage, contingency, etc. .. at 800 
Additional drugs, diet supplements, etc. Ly <A ie 760 
TOTAL (R) me 10,380 
(b) Non-recurring : 

Equipment, furniture, etc. e. ss i ba ” 500 
First-aid kits for schools @Rs. 25 per kit for 100 schools .. 2,500 
TOTAL (N.R.) _ 3,000 


ToTAL (R)+(N.R.).. 13,380 


if 


Zt 


The total cost of the scheme during the five-year period would be roughly 
Rs. 14 crores. The year-wise expenditure would be as follows : 


Rupees 

in 
lakhs 
First year - as yy os 7 a s 133-80 
Second year 9 Y rx ne i ui: ah 103-80 
“Third yearteiee?.:..: Hy “ “A bh = i 237-60 
Fourth year 3 a ry ifs ma a fi 341-40 
Fifth year, «. i = et J *y =: 4 579-00 
TOTAL ve pete 2D 60 


Financing of the Scheme 


32. It has been brought to our notice that at present the expenditure 
on the primary health units is shared by the Ministry of Health and Ministry 
of Community Development at the Centre and by the States. The recurring 
expenditure which includes the expenditure on staff, maintenance of vehicles, 
equipment and drugs is shared equally (SO per cent) by the Ministry of 
Community Development and the State Government. ‘The non-recurring 
expenditure, i.e., Rs. 52,500 for each primary health unit is borne by the 
Ministry of Health. ‘The expenditure on the scheme proposed by us_ will 
mostly relate to the recurring expenditure. We feel that the existing pattern 
of Central assistance may continue and the ceiling of total recurring expendi- 
ture may be increased by the expenditure recommended by us. 


The total expenditure on the scheme recommended by us constitutes a 
very negligible percentage of the total plan provision of the Ministry of 
Health and the Ministry of Community Development or the State Govern- 
ments. We, therefore, feel that it should not be difficult for the concerned 
Ministries to share the burden by internal adjustments of the Plan provi- 
sion On various programmes within the ceilings allotted to them for the Third 
Plan period. 


CHAPTER IV 


SCHOOL MEAL PROGRAMME—APPRAISAL OF EXISTING 
SITUATION—PURPOSE AND SCOPE 


‘If you are planning for a year, plant grain; if you 
are planning for ten years, plant trees; if you are 
planning for hundred years, plant men.” 


Introduction 


There has been a steady improvement in the health of the people of 
our country. During the decade 1951-61, the expectation of life at birth 
has increased by about 10 years. The infant and child mortality rates, 
however, sti!l continue to be high. About 44 per cent of the total deaths 
occur below age 9, although this age-group counts for about 30 per cent 
of the total population. No doubt, most of this high mortality is due to 
tle abnormal infant deaths, but heavy child mortality contributes to it 
considerably. The peculiar risks from a host of infectious diseases to 
which children are exposed are not over by the age of 5. The struggle 
between the innate vitality of the child and the environmental enemies 
continues till later. Consequently, even among those who survive, the 
vitality of a very large number of children is sapped. 


Nutritional Problems of the Children 


2. Malnutrition occupies a very prominent position in the causation of 
high child mortality in the country. Specific food deficiency diseases are 
in themselves a sericus public health problem. Periodic medical examina- 
tions of school children in some States of our country have shown that a 
large percentage of children are in a poor state of nutrition with conse- 
quent impairment of physical and mental growth. Specific nutritional and 
dietary diseases occur over large areas in the country. Most illness does 
not result in death, but disability as an outcome of diseases has a delite- 
rious impact on the society. Poor physique lowers the efficiency and pro- 
ductive capacity of the nation. 


3. Better food means better health. A large number of diet surveys — 


were carried out in the country through the Indian Council of Medical 
Research from 1935 to 1948. The conclusions drawn from the results 
of these surveys are: 


“The average diet of an Indian is lopsided primarily because of 
its extremely high cereal content. The other noticeable feature 
is that the diet lacks in adequate amounts of protective foods 
leading to inadequacy and very often to total lack of protein 
of good quality. Inadequacy of minerals and most of the 
important vitamins in more or less varying degrees is the other 
important feature. It has not been sufficiently realised that the 
inadequacy of ‘B’ group of vitamins is of the most serious 
import in view of the large intake of carbohydrates. Intake of 
vitamins A & C also is often inadequate? =  ttst—~tS 
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These surveys have led to the following observations : 


“It appears that two-thirds of the families did not consume any fruit 
and nuts at all. About one-third of the families did not con- 
sume sugar and jaggery or meat, fish or flesh foods, and a quarter 
of the family groups did not consume milk and milk products 
or leafy vegetables. Again, amongst the groups of families 
consuming particular foodstuffs the intake of leafy vegetables, 
other vegetables, ghee and vegetable oil and pulses was below 
the desired or recommended level. Only in about one-fifth of 
groups of families surveyed was the intake of pulses and other 
vegetables up to the recommended level. Though any genera- 
lisation on the data presented is not desirable for reasons more 
than one, yet it may be stated that in about four-fifths of the 
families surveyed the intake of protective foods was either nil 
or below standard.” 


Surveys carried out during the period 1954-58 also show similar results. 


4. Both undernutrition and malnutrition thus exist widely in our country. 
In children particularly, cases of deficiency of protein, vitamin ‘A’ and 
vitamin ‘B’ Complex, growth failure, anaemia and caries of the teeth are 
too numerous to mention. It is, therefore, no wonder that the children in 
our country are prone to diseases and to high mortality. The common 
dietary fault among school children is that many of them, particularly in 
rural areas, come to school in the morning without breakfast. Among the 
several reasons responsible for this are the poor economic condition of 
parents and lack of appreciation or ignorance of balanced diets. 


Earlier Emphasis on the School Meal Programmes 


5. In our country, the importance of the school meal programme has 
been felt for a long time. The Sargeant Report on Educational Develop- 
ment has observed that provision of a mid-day meal in school is recognised 
to be a good thing both for combating malnutrition and for enabling the 
children to benefit by the lessons imparted. Various organisations pioneer- 
ing in the field in the country have stressed the need for it and have provided 
meals in a few schools. A school meal scheme for children was inaugu- 
rated by Madras Corporation, as early as 1925, on a modest scale among 
children. The Joint Committee of the Central Advisory Board of Health 
and Education pointed out that : 


“In many parts of India, it is the custom for children to have a meal 
before they leave for school and have no more food until they 
return home in the late afternoon. Such children cannot be 
expected to have the necessary energy to devote themselves to 
their school tasks. | 


It is essential, both from the point of view of education and of 
health, that all the children should be given a mid-day meal, 
whether it is brought by the children from their homes or pro- 
vided at the school by the authorites.” 


6. In 1943, the Untted Nations Conference on Food and Agriculture 
held at Hot Springs, Virginia stressed the importance of improving the 
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nutrition of vulnerable groups of population, especially children of schoo]- 
going age. Later in 1947, the F.A.O. at its meeting in Geneva, recom- 


mended : 


“Even in countries in which food supplies are short, school feeding 
should be pushed forward by giving it a high priority among 
the measures of safeguarding and improving the nutrition of 
children.” 


The first Regional Nutrition Committee in South and East Asia, which met 
in Baguio, the Philippines in 1948 recommended a type of meal which 
could be supplied to school children in the region. This meal pattern em- 
phasised the use of cheap, locally available foods that would provide the 
children with all essential nutrients. On the recommendations of the Fourth 
FAO/WHO Regional Nutrition Committee, which met in Tokyo in 1956, 
a Seminar was convened for Asia and Far East by FAO/UNICEF in 
November, 1958 on school feeding. The Seminar in the light of the discus- 
sion recommended that : 


(i) More and better information on actual nutrition conditions 
among children should be obtained through surveys of nutri- 
tional status and food consumption carried out by qualified 
personnel. Such surveys should be planned on a statistically 
sound basis. | 

(ii) Where a national nutrition institute or other public health 
nutrition service is already established, education and health 
authorities should arrange for appropriate persannel associated 
with the school nutrition programme, in particular school health 
doctors, to participate in any training courses or informal 
teaching opportunities provided by them, especially those con- 
cerned with the early diagnosis of nutritional deficiency diseases 
and nutrition survey techniques. 


(iii) In countries where a national nutrition institute or other public 

| health nutrition service does not exist, the possibility of 

establishing such should be explored not only in the interest of 

school nutrition programme but also for the overall benefit 
2 of the nutrition of the people. 


(iv) Ministries of Health and Education in co-operation with 

National Nutrition Institutes should prepare : 

(a) guidelines or forms for clinical examinations of the State 
of nutrition of children for the use of school health physi- 
cians; and | 

(b) guidelines, or forms, appropriate for other categories of 
workers such as nutritionists, teachers, nurses and social 
workers, who can assist in collecting information on nutri- 
tion conditions. These guidelines should, in the © first 
instance, be prepared for trial use on a limited scale. 
vee needed, assistance may be sought from FAO and 


(v) Countries should organise in-service training courses for 
personne] associated with school nutrition programme. Where 
needed, assistance for such training should be provided by 
FAO and WHO in co-operation with UNICEF. 
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Purpose and Scope of School Meal Programme 


7. Intensive measures are required to be taken for combating mal- 
nutrition by organising supplementary feeding programmes for pre-school 
and school children. Access to this important group of school-age popula- 
tion is far easier than any other group specially when children between 
ages 6—11 will be in schools under the compulsory primary education 
programme. To contact the children in this age-group and to correct such 
nutritional disorders as may be present through administration of medica- 
ments and supplementary foods is not an impossible task, it serious efforts 
are made. It is in the interest of the country at large that its population 
that have survived the hazards of the first five years of life be supplied 
with sufficient nourishment to grow up into a vigorous adulthood. We 
strongly feel that all children who go to school should be assured of 
at least one nourishing meal. An important item of the school health pro- 
gramme, therefore, should be the school meal programme. 


8. The primary aim of the school meal programme should be to improve 
health and encourage sound dietary habits. Regarding the purpose and 
scope of school meal programme, one can do no better than to reproduce 
the conclusions drawn at the FAO/UNICEF Regional School Feeding 
Seminar for Asia and the Far East held at Tokyo, Japan, from 10th to 19th 
‘November, 1958 : 


(i) The school has an important role to play in promoting the 
intellectual, physical and emotional development of the child. 
School feeding and its related educational activities can help 
to improve health, to encourage better diet habits and to con- 
tribute to thé well-rounded development of the child. School 
feeding should be available to all children, beginning in the 
primary grades and extending to higher grades as resources 
permit. 


(ii) School feeding should not be developed as an isolated service 
for school children. It should be integrated with school cur- 
riculum as a whole and should form an important part of the 
school health programme. The utmost importance should be 
laid on associating a school feeding programme with education 
in nutrition and other measures to improve diets. Such a 
programme must extend beyond the schools since improvement 
in diet requires a co-operative effort on the part of the school, 
the home and the community. 


(iii) In this region generally, soil and water contamination § are 
major problems affecting health and nutritional well-being. A 
school feeding programme cannot be of much value unless 
simultaneous efforts are made to improve environmental sani- 
tation and personal hygiene and to reduce the incidence of 
intestinal parasitism and diarrhoeal disease. 


(iv) In planning a school feeding programme, account should be 
taken of the total diet of the child. The feeding programme 
should be designed to supplement the important nutrients 
deficient in the home diet, so that the food he receives at school 
and at home will provide him with a nutritionally satisfactory 
diet. 
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(v) Financial and other considerations may, in most countries, 
preclude the provision of a complete meal. A simple supple- 
ment to the basic home diet can, however, from a focus for 
educational activities to encourage better habit of diet, which 
is the ultimate aim of school feeding. 


(vi) A school feeding programme should be supervised at the 
national level, if possible, at the district and local levels by 
workers suitably qualified in nutrition. 


Effect of School Meal Programme on the Health of the Child 


9. We realise that it is difficult to differentiate between the effects of 
school meal per se and other community health programmes which also 
affect the health and development of the child. A few experiments have, 
however, been carried out with a view to measure the extent to which a 
school meal programme may benefit the health of the children. In the 
Poonamalle Health Unit (Madras), supplementary feeding with different 
food supplements was arranged among 550 school children. For the pur- 
pose of an experimental study, the recipients were classified into five groups. 
Children in four groups received supplementary foods while in the fifth, 
which was taken as a control, no supplementary food was given. The above 
study, thouzh limited in scope, revealed that the under-nutrition prevailing 
in the low economic groups among the school children can be combated 
through supplementary feeding. 


10. Another investigation was carried out by the Nutrition Department 
of the All-India Institute of Hygiene and Public Health, Calcutta, on about 
1,000 school-going children in three different schools in Calcutta. The 
result of this investigation yielded interesting data. The students who 
received the supplementary feedinz were observed to have a more _ rapid 
increase in body weight than the children who were kept as a control. There 
was also a significant improvement in the nutritional status in the form of 
a reduction in the incidence of nutritional deficiencies as a result of these 
nutrient supplementation for as short a period as three months. Similar 
surveys carried out elsewhere have corroborated the view that the school 
meal programme does improve health of the children and encourage sound 
dietary habits among them. 


Educational Value of School Meal Programme 


11. The school meal programmes play an important role in the nutri- 
tion education of children. In many advanced countries, these have become 
an integral part of school health programme. By getting a nutritive but 
inexpensive meal in the school, children have an opportunity to appreciate 
the importance of balanced diet for the maintenance of their health. The 
school meézls inculcate in children proper dietary habits and may help them 
in Overcoming prejudices about certain diets. The classroom lessons and 
activities can be correlated with the activities connected with the school meal 
programme specially in the fields of health instruction, home science, social. 
studies, civics, gardening and science. The school meals also help children 
to associate with one another regardless of their caste, creed, social and 
economic differences. This early experience will facilitate emotional integ- 
ration. 


12. While compulsory primary education is being introduced throuzh 
legislative measures, our past experience shows that social legislation takes 
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time before it becomes operative on a wide scale. Compulsory education 
is not likely to be operative, particularly in the remote rural areas. The 
school meal will be an attraction to the parents of lower economic-groups, 
particularly in rural areas, who utilise the services of their children to 
augment their family income. It will thus ensure the success of the com- 
pulsory educational programme. : 


Schoo] Meal Programme in Our Country 


13. Introducing the Third Five Year Plan in the Lok Sabha, the Prime 
Minister said : 


“TI should like to mention one aspect of it which is gradually being 
introduced and which is referred to in our Plan, that is, the 
introduction of mid-day meals. The State of Madras stands 
foremost in this, and I should like to congratulate it on the 
great success of its mid-day meal movement. But I hope that 
other States will follow this. In fact, many others are thinking 
in terms of doing the same thing.” 


The mid-day meal scheme was inaugurated in 1925 on a modest scale 
in the City of Madras by the Madras Corporation. The scheme made a 
rapid progress and the number of meals has increased from 3,000 in 1929 
to about 35,000 meals in 1961. The meal is prepared in various centres 
early in the morning and is transported to the various schools in vans by 
12 noon. Separate containers of suitable sizes are utilised for this purpose. 
One set carries the meal to the school and the other set, left in the school 
the previous day, is carried back to the centre for use the next day. The diet 
articles including vegetables are purchased by contract system on the basis 
of tenders. The tenders are disposed of by the Standing Committees 
(Health) and (Taxation and Finance) on the basis of the recommendation 
of the Health Officer and the Commissioner. A Supervisor is in charge 
of each of the Centres and he places indents for the diet requirement for 
each centre with the contractor concerned and receives them after satisfy- 
ing himself as to their quality and quantity. He is responsible for maintain- 
ing proper accounts for the receipts of the articles and their issues. ‘The 
vessels for the preparation of meals are periodically tinned. Steps are taken 
to maintain cleanliness and hygiene in the preparation, storage and distri- 
bution of meals. A tools and plants register is maintained in each centre. 
The Assistant Health Officers inspect each centre periodically to ensure 
that the diet articles supplied are of the proper standard and that proper 
accounts are maintained in each centre. The Supervisor also maintains a. 
detailed chart showing the schools to which meals are supplied from that: 
centre, and the quantity and the number of meals so supplied. 


The Commissioner, Corporation of Madras, is in overall control of the 
scheme. In this work, he is ably assisted by the Health Officer and his 
assistants. They exercise strict supervision and control at every stage 
of the scheme. The Supervisors are in immediate charge of the entire 
scheme. They receive stocks of all raw materials required, look to their 
conversion into finished products and ensure their eventual receipt by the 
children. At every stage in this long process their activities are under 
constant check, observation and assistance by the Health Officer, his Assis- 
tants, the Medical Inspectors and the Headmasters and their Assistants. 
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In every school, a list of pupils supplied with meals is maintained. On 
the findings and the recommendations of the Medical Inspectors of Schools, 
taken alongwith the details of their socio-economic conditions as reported 
by the respective class teachers, children are selected for the benefit of full 
meals. Generally, the beneficiaries would be of the income-group of below 
Rs. 50 p.m. 


Plates supplied by the Corporation for individual children are used. 
Food is distributed by the, Children themselves under the watchful eye of 
the teachers who are posted for the purpose by turns. Every possible care 
is taken to ensure that the food is taken only by the children selected under 
the scheme and that there is no waste. Each child now receives 12 Oz. 
cooked rice, 8 Oz. dal, vegetables and sambhar, totalling 14 lb. through a 
variety of menus. The cost per pupil works out to 94 nP. or Rs. 19 per 
annum per pupil. The diet supplied by the Madras Corporation has been 
supplemented by gifts from international organisations. The provision of 
steam boilers of the type recently installed in the centres of food production 
are expected to cut down fuel costs appreciably and also to cope with the 
increased work involved in lesser time. 


In addition, Madras has undertaken a novel experiment in enlisting the 
cooperation of local communities in improving the health of school-going 
children. 


Madras School Improvement Scheme in Rural Areas 


The Madras Scheme of Free School Meals to poor children in elemen- 
tary schools was launched in 1956. It was intended to achieve the double 
purpose of (1) enrolling poor children who remain outside the school on 
account of the poverty of their parents and (ii) to give at least one satisfac- 
tory meal to poor children who attended the school but remained hungry 
all through the school day. The scheme started at first unofficially purely 
as a voluntary people’s movement. The poor children in schools were 
fed entirely through local contributions in cash and kind. Seeing the good 
results of this voluntary effort, Government stepped in November 1957 
with a substantial grant with a view to stabilising the scheme and extending 
it to schools all over the State. Every Mid-day Meal Centre is administered 
by the local donors who constitute themselves into a General Committee 
which in its turn elects an Executive Committee. The President of the 
Executive Committee is usually an important non-official person of the 
locality while the Secretary is the Headmaster of the elementary school. 
The Executive Committee is responsible for the coHection, and administra- 
tion of donations and the maintenance, through the Secretary, of accounts 
and registers. The Centres are subject to inspection by Inspecting Officers 
of the Education Department. 


The mid-day meal provided under this scheme generally consists of 
cooked rice serviced with sambar or curd and vegetables and pickles. The 
normal cost of this meal is 10 nP. Towards this, the local donors contri- 
bute 4 nP. per meal per pupil and the Government 6 nP. Nearly 11 lakh 
school children in elementary schools are benefiting under the scheme. 
It is proposed to expand the scheme to cover 17 lakh school children by 
the end of the Third Five Year Plan. 


Donations by the local community have been harnessed not only for 
providing food for poor children but also for improving the school by 
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meeting its other needs. This scheme goes by the name of the “School 
Improvement Movement”. This is a purely voluntary people’s effort to 
contribute to the improvement of the local schools by constructing buildings 
and supplying equipment like furniture, cooking vessels; blackboards, books, 
slates, and other teaching aids. About 22,660 schools have benefited by 
the scheme to the total extent of about rupees four crores entirely contri- 
buted by the public. 


Another inducement offered to poor children, especially girls, to go 
to school, is the free gift of clothes. This again comes out of community 
donations. About 4 lakh children have so far received gifts of at least 
one set of clothes at a cost of about 22 lakh rupees. 


14. More recently, the States of Kerala and Andhra Pradesh have 
organised school meal programme with a fairly wider coverage. Excepting 
these, in other States there is no uniform organised system of school meals. 
In some of the States, skim milk made available by the UNICEF and other 
Organisations is distributed to school children. In a number of States, the 
school meal programme is, at present, restricted to certain districts which 
are generally backward. During 1960-61, the school meal scheme was in 
operation in about 40,300 schools covering roughly 24.6 lakhs of students 
all over the country. 


School Meal Programme in Foreign Countries 


15. Most of the progressive nations, irrespective of political ideologies 
of their governments, concentrate their efforts in the improvement of 
health and fitness of their children. The school meal programme had its 
earliest beginnings in Germany, France and other Continental countries. 
In most countries, school lunches were organised on the basis of two factors: 
(i) distance of the home from the school; and (ii) the financial circum- 
stances of the parents. 


16. Today, most of the children in U.K. get a glass of milk free in the 
school and a subsidised lunch consisting of boiled vegetables, salad, meat 
and pudding, costing a nominal sum. School feeding in U.K. is being 
operated through the County Councils and every school has a kitchen and 
canteen attached to it. The school lunch programme in the United States 
of America is organised with the help of home economists, and operated 
according to rules and conditions prevailing in the different States of 
U.S.A. Where federal support is forthcoming, the lunches served must 
meet the minimum nutritional requirements prescribed by the Secretary of 
Agriculture. In France, in the year 1936, the Government enacted that 
any new schools that might be opened should be attached to a feeding 
centre. School lunches served are simple and attractive. They provide 
1,000 to 1,200 calories, 18 to 20 grams of animal protein, vegetables 
generally raw in the form of a salad ; a simple dessert, often fruit ; cheese 
and milk. In Scotland, the recommended diet provides 20 to 25 grams 
of protein, 30 grams of fat and 1,000 calories for children above 11 years; 
the calories are reduced to 750 and under 8 years to 650, but no reduction 
in protein is advised. 


17. In Japan, a comprehensive school meal programme covering the 
entire school-going population is currently in operation. In the Philippines, 
in addition to a school meal distribution programme, about 70 per cent of 
the schools have established Junch counters where children may obtain at 
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low cost recess snacks or a supplement to the packed lunch which they 
bring from home. In other countries, the principal type of school meal 
programme is a glass of milk with or without some supplement. 


18. The pattern of financial assistance to the schools from the Govern- 
ment varies from country to country. The school meal programme is assisted 
by the National Government in England and Wales, Northern Ireland, 
Panama, Scotland and Sweden. In the United States of America, it is 
through the Federal and State Governments’ assistance. ‘The Government 
finances this programme in Belgium, while in Italy, it is financed locally. 
In most of the countries, children, whose parents can afford to pay, pay a 
reasonable amount. 

19. School gardens are used as teaching aids in some countries. In 


Japan, China and Panama, gardens are generally grown where land is 
available. In Yugoslavia, the children grow hitherto unused foods and 


learn to prepare them. | 


CHAPTER V 
SCHOOL MEAL PROGRAMME—RECOMMENDATIONS 


The Nutritional Requirements of Children 


Recent researches have shown that for the normal growth and 
development of children their diet should contain a certain number of 
nutrients. Most of these are widely distributed in common foods. Some 
of them are less commonly available and, therefore, it is necessary to make 
plans for diets and ensure that they are taken in sufficient quantities. The 
Indian Council of Medical Research, after many years of research and 
study, have recommended the following dietary allowances for children: 


*Recommended Daily Allowance of Calories and Some Essential Nutrients. 
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Adolescents 
12 to 15 years 2400 
15 to 2! years 2409 2.0/Kg. 
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N.B.: The estimate of protein requirements of children and adolescents are given in 
terms of grammes per kilogram of body weight because adequate data about 
average weight in the various age-groups were not available to the Sub-Com- 
mittee. 


table. Fats possess the advantage of yielding more than twice the energy obtained from 
carbohydrates or proteins. It is the general experience of nutrition workers that, even 
in a temperate climate, there is a tendency towards a higher consumption of fats in 
winter than in summer. A liberal consumption of fats can be advocated on the 
ground that some of them act as vehicles of fat-soluble vitamins and thus may provide 
these nutrients to the body in appreciable quantities. 


(2) The human requirements of riboflavin, nicotinic acid and other members of 
vitamin B’, Complex have not yet been placed on a fully satisfactory basis and hence 
are not included in the table. These vitamins are, however, essential for human 
nutrition. A few quantitative estimates of requirements have made, e.c. from 2.2 to 
3-3 mg. of riboflavin and 15 to 23 mg. of nicotinic acid for adult men. Future 
research in India and elsewhere should be directed to placing this problem on a firm 
scientific basis. 
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*Health Bulletin No. 23, page 15. 
37 


38 


The Quality and Quantity of the School Meal 


2. We are aware of the fact that financial and other considerations in 
our country preclude the provision of a complete meal even to the children 
of primary schools. A rational school meal programme must be such as. 
to contribute to the correction of nutritional deficiencies prevalent in 
children. We have already mentioned that the major types of malnutri- 
tion encountered among the children are attributable to the deficiencies 
of protein, vitamin A & B Complex and Calcium. In addition, there is 
the evidence of gross caloric under-nutrition. The types of nutritional 
deficiencies vary from region to region. These regional variations have 
to be taken into consideration in the planning of menus for the school 
meal programmes. The school meal should provide approximately one-third 
of dietary and nutritional requirements of the child. This is the minimum 
which should be provided although the children of a certain section of 
the community, such as the economically and socially backward classes, 
may have to be provided with more quantity. The meal should provide 
not only sufficient protein elements but also make reasonable allowance 
for calories. But in the existing circumstances, we may have to make a 
start with a relatively lower dietary and nutritional standard. It should 
obviously be based on cheap, nutritious and locally available foods. We 
have reviewed the programmes taken up so far by different States. Experi- 
ence indicates that it would be possible to provide school meals of a reason- 
able nutritional value within the cost of 12 nP. per meal per day. 


3. The Regional Nutrition Committee for South-East Asia convened 
by the FAO at Baguio, Philippines, 1948, has suggested the egg 
general pattern for a cheap school meal in that area : 


Composition of Cheap ‘Shoal Meal 
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A meal of this kind will provide about 400 calories and will supply the 
required dietary essentials in substantial amounts. 

4. The Regional School Feeding Seminar for Asia and Far East have 
recommended that the meal should meet the following criteria : 

(i) They must be of high nutritive value, especially with respect 
to good quality protein and other nutrients needed to supple- 
ment the diet of children ; 

(ii) They must be within the economic means of the country to 
produce and of consumers to buy ; 

(iii) They must be easy to transport and store ; 

(iv) They must -be completely free of toxic or other deleterious 
substances ; and 

t (v) They must be acceptable. 


39 


We agree to the above criteria recommended by the Seminar. We feel 
that the main problem in our country is to provide food of a reasonable 
nutritional value within the low cost permitted by the circumstances. 


A Model Menu for Our School Meal 


5. In planning school meal programmes, certain background knowledge 
regarding the food consumption, nutritional status, economic level, local 
availability of foods and cost of foods, has to be taken into account. In a 
food-deficient country like ours, the best use of the available, cheap and 
nutritious foods will have to be made with the help of research. We, 
therefore, recommend that the main emphasis in the provision of school 
meal menus must be placed on the natural, locally available, cheap foods. 


6. Recently, the Nutrition Research Laboratories of the Indian 
Council of Medical Research have compiled a series of menus for school 
meal costing about 12 nP. These menus have been very carefully worked 
out and can be introduced with advantage in the schools. A model menu 
for the school meal is shown below. It would cost roughly 10 nP. (exclud- 
ing 2 nP for the preparation of meals and other incidental charges). It 
would provide roughly 4 of the caloric requirements of the children and 
would be of adequate nutritional value. : | 


"Composition of a 
School, meal], 


QUANTITY/CHILD/ DAY 
& 
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Depending upon the types of foods and varieties of vegetables used, the 
nutritive value of the above meal works out to be: 


Nutritive Value 


Calories 419—476 
Protein (g) 12-1—18-8 
Fat (g) 7:5—11-3 
Calcium (mg) 85—353 
Phosphorous (mg) 176—363 
Tron (mg) : 4-6—16-6 
Vitamin A (IU.) 842—3236 
Vitamin B 1 (mg) 0-18—0-56 
Riboflavin (mg) 0-13--0-36 
Nicotinic acid (mg) 1-6—5-0 
Vitamin C (mg) 15.-0—73 -0 


Note : It is desirable to include a protein-rich supplement such as fish (0.5 ounce) or 
multipurpose food (0.5 ounce) or skim milk reconstituted (4 oz.) in place of 
0.5 ounce of pulses according to the availability of these foods. 


Use of Milk in School Meals 


7. Milk when given as a supplement to the diet, even in small quanti- 
ties in the diet of infants and growing children corrects many deficiencies. 
About 10 oz. of reconstituted milk together with cheap and locally avail- 
able nutritious snacks consisting of roasted groundnut, jaggery, parched 
gram, pufied rice, maize or bajra and cheap fruits and vegetables as 
available in the season can be considered as a moderate type of lunch. 


8. The consumption of milk unfortunately, is very low in our country 
due to the present unsatisfactory position about the availability of milk. 
Over the first two Plans, there has been no _ significant increase in the 
average per capita consumption of milk which is at present 4.9 oz. per 
day as against the minimum requirements of 10 oz. for a balanced diet. 
The position is not likely to improve very much in the near future. The 
total production of milk is at present reckoned at 22 million tons and 
it is expected to go up to about 25 million tons only by the end of the 
Third Plan. 


9. Steps have been taken during the first two Plans to improve the 
Dairy industry ‘n our country. We are glad to note that the City of 
bombay and the State of Gujarat have registered an appreciable progress 
in Dairy industry. It 1s a welcome feature that other States are contein- 
plating to emulate this example. We, however. fee! that there is still a 
great scope in its improvement. The production of milk in our country 
is very low in relation to the number of cattle we have. There has been 
a remarkable increase in the milk production in Japan and in some other 
countries of the world in recent years. In Japan, Dairy production has 
been increasing at the rate of 20% per year. This increase has been 
achieved through better use of land, the introduction of better pasture 
grasses, the importation of suitable dairy cattle and adoption of other 
scientific dairying practices. In Ceylon, a Milk Board has been created 
to increase milk production and to ensure safe supplies as well as to assist 
producers in the marketing of milk. In view of these encouraging develop- 
ments, we recommend that similar effort should be made in our country 


also. 
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__10. We realise that whole milk is too costly an article of food to be 
‘widely used in our country. Researches of nutrition laboratories have shown 
that skim milk also possesses considerable food value. We recommend that 
steps should be taken to expand facilities of providing ‘toned’ milk in the 
country, which is generally cheap to the consumer. Such projects are 
already under operation in some States. 


11. As there is a shortage of milk supply at present in the country, 
we recommend that every effort should be made to ensure that milk pro- 
duced in the country is made available to the vulnerable segments of 
population, such as expectant and nursing mothers, infants, pre-school 
children and school children who need it most. The utilisation of milk 
in restaurants and for the preparation for sweets for commercial purposes 
should be discouraged if necessary, even by legislation enactments. We 
may recall that in U.K. during the War, the nutritional status of infants 
and children was maintained at a very high level because of a policy which 
ensured that the protective foods like milk were reserved for and made 
available to infants, children, expectant mothers and invalids. We feel 
that a similar effort is now needed in our country also. 


12. At present, various agencies like UNICEF, CARE, National 
Christian Council and Catholic Relief Services are providing milk powder 
and milk products for distribution among children in India. The _ total 
amount of milk powder received during 1960-61 through UNICEF alone 
amounted to roughly 11.73 million pounds. The distribution of milk 
powder is carried out by various organisations. The lack of suitable 
arrangement for the distribution of milk has led to a lot of wastage in the 
past. This is particularly unfortunate in a country where most of the 
children do not have this precious food. Once we have a suitable machi- 
nery, it is possible to approach international sources for releasing of extra 
supplies of skim milk powder in addition to the supply now being made. 
We have recommended that the milk should first be given to the infants, 
expectant and nursing mothers and pre-school children. In the chapter 


on Pre-School Child, we have said how the distribution agency for this 
purpose should be set up. 


13. We realise that the children of 6—-11 age-group are vulnerable 
and require milk for proper growth. While we can give no definite figures 
there is likelihood of some surplus milk which will be available to school 
children mainly due to the fact that the majority of pre-school children 
will not be able to be reached, except where they are available at institu- 
tions. ‘This state of affairs will continue for some years. There is a great 
possibility, therefore, that there will be sufficient surplus milk, if not to 
be provided for the entire group, at least for the lower age-group of 6—7 
years. 


Multi-Purpose Food in School Meals 


14. A Multi-Purpose Food of very good quality has been produced 
in the country, on a pilot basis at the Central Food Technological 
Research Institute, Mysore. It consists of defatted groundnut flour. 1 oz. 
of ‘M.P.F.’ yields about 12 grams of proteins and a substantial amount of 
calcium, vitamin A and riboflavin. Its cost does not exceed 64 nP. per Ib., 
including packing and freight. With adequate mechanisation and increase 
in production, it may be possible to bring down the cost by about 25%. 
As the daily amount given to a child does not exceed 4 oz. the cost per 
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ane according to the estimate given to us, does not exceed 2 nP. per 
ay. 

15. The Estimates Committee (1958-59) in their 44th report have 
suggested that in view of its nutritional value, production of multi-purpose 
food on a commercial basis should start early with international assistance 
from UNICEF, if necessary. The Committee has further suggested that 
it may be considered whether it would be possible to develop an industry 
in public sector to utilise fully the gains of the, researches carried out at 
the Central Food Technological Research Institute, Mysore, specially in 
regard to certain cheap nutritious foods like Indian Multi-Purpose Food. 
We recommend that the possibilities of increasing the supplies through 
installation of a number of production units all over the country should 
be vigorously pursued. We are glad to note that a Plant has already been 
set up in Coimbatore (Madras State) which is capable of producing three 
tons of multi-purpose food per day. 


16. For a large majority of children, we have to consider that apart 
from the nutritional value, the meal should satisfy their hunger. The 
Multi-Purpose Food for this reason alone cannot be the only food. It 
can only be useful as a supplement. We, therefore, recommend that the 
school meal for children may include the Multi-purpose Food as_ the 
supplement food wherever this is available. We understand that the 
Government of Madras has already decided to use the Multi-Purpose Food 
in school meals, orphanages and canteens. 


Fish and Fish Flour in School Meals 


17. Certain recipes prepared with fish flour have been tried success- 
fully in a few schools. The fish flour was made available by the UNICEF. 
We feel that there is a need to explore the potentialities in respect to fish 
production in our country. Schools should be encouraged to breed fish, 
wherever possible, as a source of nutritious food for school meal pro- 
grammes. If facilities for improved haulage, quick and refrigerated trans- 
port and cold storage are provided, a good part of the efficiency of good 
quality protein might easily be met within a short period of time. 


School Gardens 


18. There is considerable scope for the exploitation of a large num- 
ber of hitherto neglected resources of vegetable protein foods. We 
recommend that, wherever facilities exist, efforts should be made to 
institute school gardening programmes. These would serve the two-fold 
purpose of demonstrating the simple agricultural techniques to the 
children and of increasing and improving local food supplies for school 
meal programmes. Care should, however, be taken in planning and 
developing such gardens so that the vegetables or fruits easy to grow, 
quick to yield fruit, and which have nutritious value are grown. In every 
basic school, whether junior or senior and wherever land is available, 
steps should immediately be taken to grow vegetables which can constitute 
a part of school meal. The above steps should also be taken in the non- 
basic schools. To give a start to this programme, a few schools may be 
chosen in each community development block and facilities for gardening 
should be provided as a part of such schools through the cooperation of 
agricultural staff, the teachers and the students. The Extension Division 
of the Agricultural Department can help the schools by giving seeds, 
implements and provision for fencing. They can provide training facilities 
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to the personnel and solve technical difficulties concerning the preservation 
of fruit and vegetables. 


Expanded Nutrition Programme 


_ 19. We shall like to draw the attention to an important expanded 
Nutrition Programme which has been recently started in Orissa. The 
object is to improve the dietary and nutritional status of expectant 
mothers, pre-school and school children. The project is being administered 
by the Community Development Project with the help and cooperation 
of other departments, Panchayats and Voluntary Organizations. The 
Project includes the following related elements : 


(a) increased village, school and home production of nutritionally 
valuable foods such as poultry and eggs, fish, fruit and 
vegetables ; 


(b) distribution of the supplies produced with the objective of 
improving the nutritional status of needy pregnant or nursing 
mothers and young children in the home and in schools ; 

(c) nutrition education through schools, mothers’ clubs, commu- 
nity development and extension personnel ; and 


(d) training of various categories of personnel required for the 
above. 


20. Distribution of locally produced food and skim milk and Vitamins 
A & D capsules will be made through village mothers’ clubs to expectant 
mothers, pre-school children and to the school children through school meal 
programmes. 


We understand that a similar programme is being planned in Andhra 
Pradesh and Madras. We recommend that such projects should be taken 
up in other States of the country. 


Catering Colleges 


20(a). We understand that Food and Agriculture Ministry is plan- 
ning to set up catering colleges at Bombay, Calcutta and Delhi and 
catering centres at certain important cities. These colleges will train 
personnel for catering establishments and prepare different types of foods 
which are both delicious and nutritious. We welcome the establishment of 
such catering colleges and centres. The Committee recommends that 
these institutions should also undertake to prepare meals for being distri- 
buted in the schools located in the surrounding areas. ‘They should serve 
as modern central kitchens for the school meal programme and to popu- 
larise the use of inexpensive and nutritious food articles. 


Physical Arrangements for the Preparation, Storage and Distribution 
of Meals 


21. It is very necessary that strict hygienic precautions are observed 
and enforced in the matter of preparation and distribution of meals to 
children. Otherwise, the very purpose of the programme would be 
defeated. This emphasises the provision of certain basic amenities in 
schools. These include, the provision of protected water supply in ade- 
quate quantity and sanitary environment for the preparation of meals. 
Apart from this, arrangement should be made for storage and distribution 
of food, adequate space for the feeding of children, provision of clean 
utensils for the distribution of food and adequate facilities for the dis- 
posal of garbage. We regret to point out that most of the facilities 
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mentioned above, do not, at present, exist in most of the schools of the 
rural areas and in many urban areas of the country. 


Water Supply and Sanitation 


22. There is a large number of villages which do not have protected 
water supply. This factor is responsible for many diseases like cholera, 
typhoid and dysentery. The alleviation of this problem alone would lead 
to enhanced effectiveness of other activities. We are glad to note that the 
Third Five Year Plan attaches a high priority to the provision of 
water supply in villages. With the funds allocated it might be possible to 
provide water supply in a vast majority of villages during the Third Plar 
period. We have, however, noted that the programme of rural water 
supply is being carried out through many agencies without any adequate 
coordination. Moreover, many States have not carried out any surveys 
with a view to assess the magnitude of the problem. 


23. We recommend that every school should make adequate provisior 
for drinking water. Where water connections do not exist in schools, 
proper and adequate drinking water should be provided. Earthen pitchers 
properly covered may be utilised for the storage of water. It would be 
preferable to fix a tap with each earthen pitcher so that the need of putting 
utensils or hands into the pitcher is avoided. Arrangements should also be 
made for having these cleaned and filled regularly. Facilities for 
washing the hands before and after taking the food should aiso be pro- 
vided. Steps should also be taken for removal of waste water. 


Preparation, Storage and Distribution of Foods 


24. Measures should be taken which should aim at facilitating the 
handling of food from the point of view of efficiency, safety and sanita- 
tion. We have noted that in the various school meal schemes, taken up 
in different States, this important aspect of the problem is neglected. Steps 
should be taken to improve such facilities. We are glad to note that the 
Madras Corporation is taking steps to provide utensils and steam cookers 
for cooking the food hygienically. Similar steps should be taken by State 
Governments. In rural areas also, hygienic precautions will have to be 
undertaken. The use of large-sized cookers might help in this regard. 
Wherever utensils are provided, these should be kept clean. In villages, 
the use of well-cleaned banana or banyan leaves for serving food can be 
made. Steps should, however, be taken in such a case for the proper dis- 
posal of garbage. The place where the lunch is served should be clean, 
spacious enough to accommodate the pupils and should have facilities for 
good ventilation. The kitchen and food preparation centres should be 
near the place where lunch is served. 


Community Contribution 


25. With the establishment of Panchayats and Block Samitis in 
different States, it should be possible to entrust the school meal programme 
to these organisations. The Panchayats in the villages should be educated 
with regard to the great importance of the programme and must be 
encouraged to take full responsibility for its implementation. There are 
various social welfare organisations which have been pioneers in this field. 
These are doing very useful work in our country. We attach particular 
importance to securing the interest and active support of such voluntary 
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Organisations in school meal programmes. A small committee of 
Panchayats and others may be constituted to administer this scheme. This 
committee may usefully include the representatives of the local voluntary 
welfare organisations. It should be the responsibility of such a committee 
to make the necessary arrangements for the collection of local and other 
contributions, procurement and storage of foods necessary for the pro- 
gramme and for the preparation and distribution of meals. Within the 
school also, coordination among the school personnel is necessary. We, 
however, feel that the burden of raising the community share of the 
school meal programme at no cost should fall on the teacher whose main 
responsibility is to educate the children. 


26. Close cooperation should exist between home and school. The 
parents and community should be invited to all meetings, and urged to take 
increasing responsibilities towards providing adequate meals for their 
children. The effectiveness of the school meal programme will gradually 
be reflected in the food pattern in the pupils’ homes. Therefore, it is very 
important that parents know the kinds of foods served in the school meal 
programme. 


Government Contribution 


27. Our Constitution lays down the provision of free, universal and 
compulsory education up to the age of 14 years. One of the central aims 
of the Third Five Year Plan 1s to provide facilities for the education of all 
children in the age-group 6—11. The very basis of compulsory primary 
education is to have all round development of the children. ‘To achieve 
this, they should be provided with food which will help them to build 
healthier bodies and minds. They cannot receive education if they come 
in a starving condition. It is essential that school lunch should be pro- 
vided. If primary education is to be made compulsory and free to all 
according to the Constitution, we feel that the additional cost of school 
meals should also be made a charge on the public funds. There is no 
doubt, however, that the participation of the community in the school meal 
programme is essential and that every effort should be made to arouse 
the interest and support of the community. However, apart from the con- 
tributions of the community to the programme, the interest and the sup- 
port of the Government, for psychological and other reasons, is of signi- 
ficant importance to the overall success of the school meal programme. 


28. We understand that in a few States, where the school meal pro- 
gramme is in operation, the States are subsidising the scheme. In Andhra 
Pradesh, the Government pays a subsidy of 16 nP. per meal per child 
while the balance is met by the local community who have constituted 
committees of non-officials for the purpose. The total cost of a meal per 
child varies between 16 nP. and 25 nP. ‘The committees collect food- 
grains at the time of the harvest and also cash donations, besides arrang- 
ing the storage of foodgrains and the cooking of the meals. In Orissa and 
Manipur, the department and the Community share the cost of the meal 
equally, while in Himachal Pradesh, the department provides 66% of the 
cost: in Tripura, the people’s contribution towards mid-day meals works 
out to about 52% of the total cost. In Kerala, where the cost of a meal 
served for each pupil is 6 nP. 80% of the cost is met by the State. The 
Government of Madras pays, towards the recurring cost on the scheme, a 
grant of 6nP. per meal per pupil of the total cost of 10 nP. per meal. 
The coverage of children in most of these States is, however, very limited. 
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29. In their ‘Educational Plans’ a few States have made some provision 
for ieee meals. | sie below summarises s the ott in sat be oo 


[Provision ae mid day meals 
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*Includes some provision for supply of free books and stationery also, 
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‘The Central Government pays a subsidy of 50 per cent of the expenditure 
involved on the schemes in the State ‘Educational Development — pro- 
grammes which include scheme of mid-day meals. A sum of about Rs. 4.7 
crores is thus provided in the Third Five Year Plan for mid-day meals. 
If an equal amount of it is added by way of contribution from the 
beneficiaries, local bodies, private organisations, etc., a programme of a 
total outlay of about Rs. 9-10 crores will be implemented during the 
Third Plan period even if no further assistance is to come. If we were to 
adhere to this programme, we shall hardly make any headway with the 
provision of mid-day meals. 


Programme Proposed 


30. We have already mentioned that the total number of children in 
the age-group 6—11 years attending schools by 1965-66, according to 
the target laid down in the Third Plan, would be roughly 50 millions. 
Past experience shows that there is generally a gap between the targets 
set and the achievement made. Moreover, the number of children who 
actually attended schools is, on most of the days less than the number on 
roll. We, therefore, feel that the school meal may have to be provided 
for about 40 million children so as to cover all school-going children 
in the age-group 6—11 years by 1965-66. Provision has already been 
made for covering roughly 1/10 of these children with mid-day meals 
in the Third Plan. Apart from the public contribution, which we reckon 
at 50% of the expenditure, the cost of providing school meal to these 40 
million children could be covered by Government assistance and by 
external aid in kind. We think that it would not be difficult for the 
Government to take up the programme of this magnitude if the internal 
and external resources are mobilised. 


31. There are indications that the external assistance may be avail- 
able for this important programme in the shape of food articles. We have 
noted that during the first two Plans some big industrial and other pro- 
jects have been undertaken with external assistance. Any proposal for 
an assistance from the foreign countries which would go a long way to 
improve the health of the children should be favourably considered. 
However, we are suggesting this as an interim measure only. We are 
sure that as and when there is an improvement in the internal resources 
and in the food production in the country, it would be possible to finance 
school meal programme through our own resources alone. Moreover, once 
the programme gets on the way and the community becomes aware of its 
benefits, an increasing participation on their part would be forthcoming. 
We are of the view that a problem of such magnitude and social implica- 
tions can be tackled effectively only if the support of the community is 
secured on a mass scale. We recommend that in case the foreign assis- 
tance is made available, efforts should be made to implement the programme 
of the order envisaged by us above by securing corresponding support 
from the community. It is necessary that immediate steps should be 
taken to set up machinery through which the scheme of mid-day meal 
has to be carried out as, otherwise, when the resources are available we 
may not be in a position to carry out the work as rapidly as envisaged. 


32. If external assistance and community participation on the scale 
mentioned above are not forthcoming in the early stages, it may become 
inevitable to scale down the number that could be covered from purely 
governmental internal resources and through 50% contribution from the 
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community. In such a case, we should cover roughly 14 million children.. 
The contribution from the community in cash or kind for the programme 
of this magnitude would be roughly Rs. 42 crores. 


This programme, of course, is only the first step as it covers only 14 
million children even of age-groups 6—11 years. By carrying out this. 
programme, we shall gain experience in the type of administration required: 
and also be able to gauge the community response to the programme. 


33. The following programme is proposed for 1962-66 : 


(7) About 20 schools (20 villages) with a total of about 1,000 
children on roll may be provided with school meal in each of 
the 5,000 community development blocks. 

(ii) In addition, four districts in each State may be selected and 
all the children in the age-group (6—11) provided with 
school meals by 1965-66. 

(iii) All corporations and large municipalities should take up 
school meal programme for the children studying in schools. 
The Government should aid the schools located in slum areas. 


The table below shows the estimated cost of the programme to be taken 
up during 1962-66. 
(Programme for 1962-66) 
(1) Rural Areas. 


—.. SS a 
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Students Cost 

covered (Rs. 

Year (in in crores): 

Million) 

First year 1-0 24" 
Second year ie a &, we i DS 6:0 
Third year = ae J x; se 7. 4-0 9-6 
Fourth year oe 12-0 


TOTAL oO 5:0 30-0 


(ii) District Projects (60 districts) with population of school-going children: 
of 147,000 per district. 


Students Cost 
Year Districts covered (Rs. in 
covered (in crores) 

million) 
Miiycar go Be 15 2-2 5-28 
Second year .. a 2 Be 30 4-4 10°56. 
Third year .. fe is #4 45 6:6 15-84. 
Fourth year .. PRET, i 60 8°8 ZY 12 
=— § 60 8-8 52-80 


*The cost of provided school meal @ 12 nP. per child per day | for 200. working 
days in a year would be Rs, 24 per annum. 
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(ii) Slum areas in corporations and big municipalities 


-__-? 


Pi 


me Of children - ae = .. 0-2 million (roughly 
1/10th of the total 
No. of children) 


Post .... a at “ie a % nic dAtS. 2, CEOs 


Total cost (4 Years) 
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covered (Rs, in 
(in million) crores) 
(i) Community Development Blocks .. $4 5-0 30:0: 
(ii) District Projects 7 Ne E- = 8-8 52:8: 
(iii) Slum areas in corporations and big munici- 
palities i e. “4 iby a 0-2 i 2 
14-0 84-0) 
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34. The programme recommended by us should be over and above 
the programmes already being undertaken in various States. The pro- 
gramme can be further extended where people’s contribution is available 
in a greater degree. 


35. We suggest the following criteria for the selection of villages/ 
districts given in order of merit : 


(i) Districts covered by health services for school children. 
(ii) Villages in the economically backward areas. 


(iii) Villages where general health of the children/people is poor 
(indices—high infantile death rate, high morbidity or morta- 
lity rates). 


(iv) Villages round about the primary health unit where the 
approach road to the villages are available. The villages. 
selected should not be scattered over a large area but should 
form a compact block. 


Perspective Planning 


36. We have stated that it should be possible to provide school meal 
to 40 million children of the age-group 6—11 years by 1965-66 if the 
external assistance is made available. In such a case, during the Fourth 
Plan period, the scheme of providing mid-day meals could be extended to 
cover children of the middle schools also along with the children of pri- 
mary schools. Wherever possible, the students of high schools and 
colleges could also be provided with school meals. 


37. In case the external assistance is not available and the programme 
during the Third Plan has to be scaled down, we shall be providing school 
meal to roughly 14 million children studying in primary schools. There 
will thus be a spillover of about 35-36 million children in this age-group 
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who will have to be provided with school meals during the Fourth Plan 
period. In addition, there would be new entrants to the primary schools. 
It is estimated that by 1971 the total number of children between the age- 
group 6—11 would be roughly 85 to 86 million. We recommend that 
during the Fourth Plan period, the programme should be extended so as 
to cover at least this population. ‘This would mean that even during the 
Fourth Plan period children of middle and high schools cannot be covered 
except in a few places where facilities exist. 


38. We shall discuss in detail in Chapter X the orsar ana set-up 
and the functions which the community, students, parents, teachers and 
the staff of education, health, agriculture and community development 
departments can perform in establishing a sound school meal programme. 


CHAPTER VI 
PRE-SCHOOL CHILD 


“The child shall enjoy special protection, and shall be given 
opportunities and facilities, by law and by other means, to enable 
him to develop physically, mentally, morally, spiritually and 
socially in a healthy and normal manner and in conditions of 
freedom and dignity. In the enactment of laws for this purpose 
the best interests of the child shall be the paramount considera- 
, wOn.”’ 


—United Nations Declaration 
of the Rights of the Child. 


Introduction 


In the preceding chapters, we have discussed the programme designed 
to improve the health and nutritional status of school children. This Com- 
mittee has also been asked to study and make its recommendations “on 
the present facilities for promoting nutritional standards of pre-school 
children and to suggest practical measures to improve the present posi- 
tion.” We felt that it was necessary to suggest ways and means through 
which a comprehensive child welfare service could be provided for the 
pre-school child. Subsequently, however, the Central Social Welfare 
Board has appointed a Committee on Child Care with a view to study 
the welfare needs of the child in the family and in the community up to 
the age of six. We have, therefore, decided not to consider this problem 
from its wider aspect but to confine ourselves to the nutritional needs of 
the pre-school child. This means that we are strictly adhering to the terms. 
of reference. 


Pre-School Stage 


2. The group of pre-school stage includes children over one year of 
age and up to six years. The child population in the country in the age- 
group 0—6 is given in the table on next page. 


3. The pre-school period is extremely important but unfortunately 
much neglected in the child’s life in our country. Child welfare services 
hardly exist. Yet it is during these earliest years, from infancy onwards, 
that irreparable harm is done due to lack of proper health services and 
measures to counteract malnutrition. We are definitely of the opinion that 
the segment of the population that constitutes this age-group is in urgent 
need of protection. 


4. The First Five Year Plan, while realising the problem, stated : 


“The highly impressionable, plastic and educationally potent period 
of a child’s life preceding the age of six, when compulsion 
begins, has been neglected in India although it is all the more 


a cn ap ance 


52 


ant in thi apy in view of the extremely depressin 
dion: of ‘home “fife peu Cases... iu c existing sc heola 
aE Realy entr BP a the richer class pile the need 
eae see s and of i eS astri si tapes RS is very much 
greater ie a ompletely neglected.” 


Hi 
i 


el 
| 


Ht i) a% 


) Sst tate i fe 
Bina a Sli 

o tt i He 
eT - : ri a a 
i ca il | : ie “Be 
Ne ‘fn | . 4 
- iB 4 Sane a 
| 
| 


il 


Ss —— 
—————— 


a it i i | ih I : 
206 Tw He i q 
tt U ae "ae 


ee er ae i ec ye ee ee ee 
Be: -~ f by ildre ae no millions) 


53 


Unfortunately, the First Plan did not suggest any concrete measures to 
tackle the problem. In the past, the work for child care had been under- 
taken in some parts of India, usually in urban areas, by social welfare 
Organisations of repute and standing. In the First Plan period, it was 
practically left to these organisations te carry on the work of child welfare. 
Thus it remained almost in the nature of pilot projects. Some steps have 
been taken to expand facilities for pre-school education during the last 
decade. The number of children enrolled in pre-school classes rose from 


28,000 in 1950-51 to 75,000 in 1955-56, and is now estimated at about 
3,00,000. 


Health and Nutritional Level of Pre-School Children 


5. That living conditions prevailing in our country for the vast 
majority of children are not conducive to good health is well known. A 
large number of school children bear the needless brunt of permanent dis- 
ability and handicaps from illnesses which are preventable and whose 
effects could be mitigated during infancy and early childhood. Retarded 
growth, nutritional disorders, chronic otorrhea, chronic respiratory and 
gastro-intestinal diseases, carries of the teeth, behaviour problems, enuresis, 
handicaps of vision, hearing and speech are frequently found among new 
entrants to the school. In some cases, the damage is permanent. 


6. As in the case of school child, it is equally, if not more, important 
for the pre-school child that his timely immunization against preventable 
diseases and protection against various other infections and infestations 
need to be provided. The nutritional value of his diet is of the greatest 
consequence. As he is entirely dependent on the home environment, 
it is even more essential in his case that his parents are educated on the 
principles of child care and realise the need for avoiding accidents and 
seeking medical aid at an early stage. 


7. Statistics available of mortality and morbidity among the children 
of pre-school age are meagre. According to a conservative estimate, about 
one-fifth of the total deaths in the population occur in the first year of life. 
Another one-fifth of total deaths occur in the age-group 1—4. This high 
mortality indicates the grave hazards to life the children face in the first 
four years of life. Chances of survival improve as the child grows older 
but even so there is no reason for complacency. In 1955, only 10% of 
all deaths in U.K. occurred in children below 15 years of age. In our 
country, this figure stood at about 50% in 1952. 


8. Major factors responsible for the death and permanent disability 
when occurring in an already devitalized body of children are: nutritional 
disorders, communicable diseases and the various mental and _ physical 
defects. As already stated, protein malnutrition is one of the major pro- 
blems facing several of the under-developed countries in the world. Cases 
of severe protein deficiency (Kwashiorkor) in infants due to protein 
deficiency are specially of great importance. During the years 1956-59 
surveys were conducted with the help of WHO in four States of South 
India with a view to determine the incidence, severity and factors influenc- 
ing the occurrence of Kwashiorkor. Over 4,500 children under five years 
of age were examined. Kwashiorkor and marasmus (emaciation) were 
observed: in 2 to 3 per cent of the children. General protein malnutrition 
other than the above was seen in 5 to 25 per cent of the children. Reduced 
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serum albumin (below 4.0 g) was observed in 20 to 40 per cent of the 
children. An analysis of the admissions to the children’s hospital 
revealed that nearly 5 to 15 per cent of all admissions were cases of severe 


protein deficiencies. 


9. Diseases of the eye (Ocular manifestation) from deficiencies of 
vitamin ‘A’ constitute the commonest deficiency among the children. 
During the surveys carried out through the Indian Council of Medical 
Research, it was found that 10 to 14 per cent of the children examined 
were suffering from such diseases. 


10. We have come across the results of another useful assessment of 
the nutritional status of over 1,450 children made at the Urban Health 
Centre of the All-India Institute of Hygiene and Public Health. The survey 
brought out that less than one-fourth of the total children examined were 
well nourished. These young children did not get an adequate amount of 
protein. On the other hand, it was found that they consumed a compara- 
tively larger amount of carbohydrates. 


11. Repeated attacks of respiratory tract infections and digestive 
diseases are frequent in pre-school children of the lower socio-economic 
eroups. The severity and the chronic nature of the ailments have a dele- 
terious effect on their vitality, growth and development. The enquiry at 
the Urban Health Centre showed that roughly 80 per cent were suffering 
from various degrees of ill-health, the pre-dominant illness being upper 
respiratory infections and chronic diarrhoea. The nutritional status of the 
above mentioned children was much below par. The stools of about 20 
per cent of the children were positive for ascaris ova (roundworm). 


12. Malnutrition in early years contributes greatly to the poor physique 
of our children. The treatment at a later stage cannot entirely make up 
for the earlier neglect. It is thus a matter of vital consequence that the 
needs of the pre-school child in this respect should be met. Among the 
various factors which account for a large number of nutritional deficiencies 
among children, a few are: lack of proteins, calories, vitamin A and 
riboflavin and minerals like iron and calcium. The deficiencies may arise 
due to prolonged inadequacy in diet and/or to poor intake, absorption and 
utilisation brought about by various infections and infestations. Poverty 
and ignorance are contributory factors. Equally important are the harm- 
ful feeding patterns. For instance, the use of barely water as the only food 
in cases of diarrhoea or fever and failure to use a wide variety of easily 
assimilable foods is very injurious. 


13. Trachoma is another public health problem of importance associat- 
ed with poverty, ignorance and dirt. A study by the Trachoma Pilot 
Project, Aligarh (1956-57) has shown that a majority of active trachoma 
cases are among children of the pre-school age-group. The incidence 
varies in different States, but no State is entirely exempt. 


In early childhood, communicable diseases also take a heavy toll of 
life. Accurate data on the incidence, sequelae and mortality are lacking. 
However, all the communicable diseases are preventable if public health 
measures and education of the public could be carried out effectively. 
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Limitations of the Programme 


14. We have reviewed, in brief, the existing health and nutritional 
conditions of children of pre-school age. This is with a view to show the 
importance and urgency of providing adequate measures for the protec- 
tion of their health. We feel that measures directed towards reducing 
sickness and mortality among children must have the highest priority im 
the development of health services. Many institutions in which the services 
for infants and toddlers can be secured have come into existence. In 4,500 
maternity and child welfare centres and 5,000 balwadis, measures are now 
being taken to look after the health and nutritional needs of children. 
These, however, need to be strengthened a great deal if they are to serve 
any useful purpose. Apart from this, there are institutions mainly in cities. 
and in urban areas run by voluntary organisations which cater to the 
needs of pre-school children. Services could be provided for a much 
larger number of children if adequate arrangements are made at all the 
primary health centres, both for health services and for the distribution 
of milk and supplementary foodstuffs necessary to counteract malnutrition. 
While the Third Plan emphasised the need for child welfare services, it is. 
disappointing that the only practical suggestion in this regard is “the setting 
up of integral pilot projects in child welfare on the basis of complete co- 
ordination in services provided by medical and public health, education, 
social welfare and other agencies”. This is particularly so, when we find 
that pioneer social welfare organisations in the country have already done 
this type of experimental work on a small scale. It is surely time that we 
introduce a service which is more comprehensive. While it is true that 
our resources are limited and it is not feasible to reach every home, it is 
possible to provide adequate services for the pre-school child in all the 
institutions where he can be reached. 


Role of Voluntary Agencies 


15. We have already stated that there is lack of proper machinery: 
through which it is possible for the Government to provide a comprehen-- 
sive child welfare service during the Third Plan period. The voluntary 
agencies will thus continue to play as important a role as in the past. As. 
in the case of school children, community help will be required if child 
Care services are to be provided in a proper manner for the pre-school 
child. It should not be difficult to evolve a machinery through which the 
activities of the different social welfare organisations could be co-ordinated. 
Such a machinery should be able to undertake the implementation of 
nutritional programme for pre-school children. 


Milk Distribution 


16. Under the present circumstances, nutritional programme which 
we can recommend for pre-school children will have necessarily to centre 
round the distribution of milk produced in our country or made available. 
through UNICEF. CARE and other agencies. We have recommended 
that every effort should be made to ensure that the milk supply produced 
in the country is made available to vulnerable segments of population 
such as expectant and nursing mothers, infants, pre-school children and 
school children who need it most. We have also stated that there is a 
shortage of milk supply at present in the country. The total production 
L 7Dte of HS/63— ? 
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of milk is at present reckoned at 22 million tons and it is expected to go 
up to about 25 million tons by the end of the Third Plan. | 


17. If each pre-school child is given milk at the rate of 1 or 12 oz. 
per day per head, the total requirements will be of the order of 1,400 to 
2,400 million Ib. of dry milk. We have already recommended that it is 
the infants and mothers and the pre-school children who should have the 
first priority in :egard to milk. The result is that while large quantities of 
milk made available by the UNICEF remained unused, the pre-school 
children in particular and even school children do not, in many parts of 
the country, receive any milk. So far as proper distribution of milk to the 
pre-school children is concerned, steps should be taken to improve the 
position in this respect. In this regard, the services of Mahila Samitis and 
the pre-primary schools of the Community Development Blocks and wel- 
fare organisations like All-India Women’s Conference, Balkan-ji-bari, 
Indian Council of Child Welfare, National Council of Women in India 
and Meals for Millions Association of India who supplement the milk 
with Nutro biscuits and ‘MPF’, working under a coordinated programme 
should be availed of. Arrangements should be made for pre-school 
children to assemble in places where they are able to drink the milk. It 
is particularly necessary to make such arrangements as it happens that the 
child for whom the milk is provided only gets a very small portion of it. 
We have indicated in an earlier chapter that it appears that the supplies 
from UNICEF and other International organisations may be increased and 
proper storage arrangements and distribution are made and utilisation is 
satisfactory. 


Food Supplements 


18. There is another possibility of preventing protein malnutrition 
among children. That is by providing a judicious combination of vegetable 
foodstuffs (which are rich in protein) which people of poor communities 
use in their homes. To corroborate this, we shall cite here the results 
of an experiment carried out in a rural area near Trichur in Kerala State 
during the year 1958-59. In this experiment, children from 1—5 years 
of age were fed three times daily for nine months. The menus for children 
in one village were rice, pulses and vegetable foodstuffs while in the other, 
close by, skim milk replaced the pulses entirely. Children in both the 
areas received about 2 oz. of locally available vegetable each day. ‘The 
calories and protein contents of the diets were kept identical for each age- 
group in the two experimental villages. Children in the third village, also 
close by, who were not given the supplementing food, were used as con- 
trols. The experiment could not be very well carried out, because very 
few children attended regularly all the meals. Yet the results show that 
the difference with regard to weight and height gained between the children 
being fed at the centre on the one hand and the control group on the 
other hand was significant in favour of the experimental groups. It was 
found out that the diets of the type fed in these trials whether based on 
skim milk or sources of vegetable proteins were capable of significantly 
augmenting the growth performance of the children in this poor commu- 
nity. | 

19. There is thus need to evolve diets which are biologically more 
efficient by a judicious combination of the available foodstuffs which are 
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rich in protein. An important drawback of vegetable proteins is the rela- 
tive imbalance in their essential amino-acid composition. It has been 
possible to overcome this defect through combination of suitable vegetable 
protein foods. The cases of kwashiorkor among children have been 
treated with mixtures of vegetable protein food and the results have been 
very encouraging. ‘The results of investigations carried out at the Nutrition 
Research Laboratory, Hyderabad, have shown that a blend of protein 
from cereals, legumes and green leafy vegetables possesses high nutritive 
value. This knowledge has been useful for evolving a judicious combina- 
tion of various vegetable foods which would provide a balanced supply 
of all the essential amino-acids. 


Cost of the Programme 


20. We have already mentioned that the numbers of institutions or 
organisations through which we can reach pre-school children are, at 
present, very few. The table shows the estimated number of children who 
can be covered through such institutions : 


TABLE II 


Number of pre-school children who can be covered at present 
through various organisations 
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Number Estimated 
(by the end number of 


Institution/Organisation of Second __ pre-school 
Plan children 
period) covered 

(in lakhs) 
(i) Balwadis a ie rs a 5,000 3-00 
(ii) Maternity and Child Welfare Centres 4,000 10:00 

(iii) Primary Health Centres... ss 2,800 

(ivy) Other organisations and agencies .. 2°00 
dl OB ATs. i ops 15-00 


(or 2°5 percent of 

the total child po- 

pulation in the age- 

group 1—6). 

21. The quantity of milk required per year for these 15 lakhs of 

children is roughly 51 million pounds if each child is given 14 oz. of milk 

per day. We expect that the skim milk and vitamin supplement needed 

for distribution to these children would be made available by UNICEF and 

other allied organisations. The distribution of milk if undertaken by the 

Social Welfare Organisations should not entail vast expenditure in the 

shape of appointment of personnel. It has, however, been calculated thar 

the cost of distribution of one ton of skim milk works out to about 

Rs. 150. The total cost of distributing 51 million pounds of milk to 15 lakhs 
of children would, therefore, be roughly Rs. 3.4 crores per year. 


CHAPTER VII 
SCHOOL HEALTH EDUCATION 


Health Education, like general education, is concerned with change in 
knowledge, attitude and behaviour. Its aim is to help people learn how 
to have better health through their own efforts. It may be considered as 
applied science based on solid scientific and social foundations. It evolves 
out of the application of biological and physical sciences on the one side 
and the social and behavioural disciplines on the other. “School Health 
Education is that part of health education which takes place in or through 
the schools.’’* 


2. Instruction in physiology and hygiene formed the beginnings of 
health education in the school curriculum. The more recent trend of 
changing the terminology from “physiology and hygiene” to “health 
education” is an effort to change from mainly didactic instruction on struc- 
ture and function of the human body to a _ broader approach which 
emphasises the application of that knowledge in human living. 


3. The health of the people of our country is far from ideal. A great 
deal of ill-health is the result of ignorance of simple rules of hygiene or 
of indifference to their practical application. It is realised that “no single 
measure is likely to give a greater return in proportion of outlay than 
health education.”** 


Need of Health Education in Schools 


_ 4, The school is one avenue of approach to the community and a very 
important one since the children of school age represent a sizable portion 
of the population. 


Another reason for supporting a school health programme lies in the 
opportunities it affords to help children during their formative years to 
gain knowledge and understanding of health, develop favourable attitudes, 
and formulate desirable health practices (or habits). 


5. It is important to include health education as a part of the general 
education programme in the primary schools because of the large number 
of children through whom their homes can be reached. It is equally 
important to include health education in the curriculum of the secondary 
school because teachers and future leaders of the nation come from this 
group. | 

6. “If the broadest sense is to be taken, it may be said that health is 
both a prerequisite for, and a goal of, formal education.” *** “To stimulate 
and guide the child’s physical development and establish in him sound 
health habits” is first in a list of objectives of Primary Education as given 
by’ the UNESCO | International Advisory Committee on School 
Curriculum. 


-*WHO Report on School Health Education in South East Asia. 
**Planning Commission in First Five Year Plan. 
*x*& Statement UNESCO Secretariat. 
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7. Health cannot be given to children. Parents cannot buy health for 
their children. Young people must earn health for themselves. This makes 
it imperative that health education be included in the school programme, 
and that it be taught in such a way that children are motivated to improve 
their own health through following sound health principles. 


Present Position in Our Country 


8. The Basic Education system, as expounded by Mahatma Gandhi, 
contains the essential ingredients of a school health programme. The true 
education of an individual, which is the all round development of his 
faculties, is best obtained through action. Thinking develops in man only 
as an aid to action. Gandhiji’s scheme of education, then, is based on the 
sound premise that knowledge and understanding develop in relation to 
action. Gandhiji further advocated specific attention to health matters 
declaring that cleanliness and sanitation form the Alpha and Omega of 
school training. Persistent questioning and healthy inquisitiveness are the 
first requisites for acquiring learning of any kind. 


9. Basic Education is now the pattern of national education at the 
elementary school stage. Personal hygiene and sanitation are given special 
emphasis in the Basic Education syllabus. But these will not be of much 
value unless pupils put the lessons into daily practice. 


10. In 1959, surveys were made of health content of syllabi in force in 
primary and secondary schools. These revealed that health topics were 
included in every syllabus examined under various subject heads. How- 
ever, the surveys did not indicate the extent of the coverage and to what 
extent the teaching emphasised practical experiences for the children. The 
practical side appears to be neglected in most of the schools. Nor are we 
satisfied that the health curriculum includes emphasis on the social and 
psychological factors affecting child health. 


11. Based on the above surveys of primary school syliabi, the follow- 
ing comments are selected to point the needed emphasis for the future : 


(1) The general survey of these syllabi reflects that the teaching 
of health education is considered to be of secondary importance. 


(2) A majority of States provide teaching about balanced diet, 
nutritious food, vitamins and allied topics connected with 
them. But it is disappointing to say that except in Orissa 
no teaching is given in the saving of food nutrients. So also 
children are not given instruction about the disadvantages and 
harmful effects of over-eating. ‘Though almost all admit the 
importance of milk in daily food, they have not made a place 
for this topic in the syllabus except in Bombay State. This 
may be considered while revising the syllabus in the various 
States. 


(3) Stress may be laid on the importance of vaccination 
and inoculation and registration of diseases. There should be 
emphasis on the schemes of State and Central Governments 
for the control of diseases. 


(4) The importance of exercises and games cannot be over- 
emphasised, taking into consideration the low physical health 
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standards of an average Indian. Hence, the necessity for 
training in games and exercises suitable to age and sex. 


(5) Roughly 72% of the people depend on agriculture. They 
live in close contact with farm animals and their health is 
affected by the insanitary conditions in which they live. It is 
likely that they may be exposed to transmittable diseases from 
the farm animals to man. Therefore, topics on animal hygiene 
may be included in village school syllabi. 


(6) Teaching of simple safety and first-aid measures may be 
included. 


(7) Family life education which is not provided in any of the 
States may be given in later stages (10—11 years). 


School Health Education Sections 


12. An important step taken in this direction, in the recent years, is 
the establishment of a School Health Education Section in the Central 
Health Education Bureau. We understand that similar sections in the 
State Health Education Bureaux are in the process of establishment... One 
of the important functions of this Section is to assist and guide the 
Teacher-Training Programmes. They will undertake to study the health 
content of the existing syllabi and revise the syllabi to suit particular areas 
in the State. These Sections will also examine text-books on different 
subjects and suggest suitable lessons in health to be included in them. 
Developing simple and effective teaching aids and instruction material will 
also be undertaken by these Sections. We recommend the School Health 
Education Section at the Central Health Education Bureau and the Student 
Health Units of the State Bureaux should be further developed and 
strengthened to discharge these functions. 


Health Teaching in Foreign Countries* 


13. In a number of countries of the world, health instruction is pro- 
vided extensively, usually through planned integration into other subjects, 
but in some cases through classes devoted to health education for specific 
periods of time during a school year. 


14. More attention is given to health teaching in primary schools than 
in the later school years. In the primary schools, emphasis is generally 
laid upon nutrition, personal® health habits with special emphasis on 
cleanliness, accident prevention, prevention and control of disease (sanita- 
tion) the value of exercise and recreational, dental health, sleep and rest, and 
environmental health. In the programme for middle classes, the 
following are included : nutrition, body function and care, accident preven- 
tion and traffic safety, prevention and control of diseases, dental health, 
and value of exercise and rest. The high school students study traffic 
safety, nutrition education including food for the family, body function 
and care, community health, the value of exercise and recreation, sex 
education, environmental health, habit forming substances (tobacco, 
alcohol and narcotics), and mental and emotional health. 


15. The personnel who have the responsibility for the health educa- 
tion of school children vary somewhat from country to country. In most 


*Child health and the school—World Confederation of Organizations of the Teach- 
ing Profession. 


Imparting health education in a rural primary school 


Use of health charts emphasising the need for cleanliness, exercise, balanced diet and rest 
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A lesson in personal hygiene 


61 


countries, although other departments and agencies may assist, persons 
from the Department of Education and the Department of Health have 
major responsibilities. 


Recommendations of WHO Regional Committees 


16. The Expert Committee on school health services (1951) have made 
the following observations on the conduct of health education : 


“Health teaching needs to be linked with the everyday living needs 
and experience of children, related to their changing interests 
and to the social, cultural, and economic environment in which 
they are living and growing. The emphasis should be on the 
simple and practical throughout both incidental and planned 
health instruction. Attention may be given to personal, home, 
school and village cleanliness ; the most effective use of avail- 
able foodstuffs; development of school and home gardens; 
provision of drinking and hand-washing facilities ; erection of 
suitable latrines ; drainage of mosquito-breeding places ; .odent 
and insect control; effect of physical disease and defect on 
the body and on ability to learn; mothercraft and child care.” 


17. School health education was the subject of the technical discussion 
held during the 9th session of the WHO Regional Committee for South 
East Asia in New Delhi in September 1956. Arising out of these discus- 
sions, a number of useful recommendations have been made in regard to 
teaching health education i nschools. Among the various recommenda- 
tions made, the following are significant : 


(¢) Competent persons should be recruited for training in school 
health education. Upon completion of their studies, these 
persons should be assigned to teacher-training institutions to 
develop programmes for training teachers, and to other key 
positions in their countries where they will be able to develop 
and co-ordinate school health education. They should be 
responsible for assisting the Education Department and 
teachers in school systems in setting up effective school health 
education programmes. ‘They should offer assistance in build- 
ing curricula in which there are emphases on what the children 
can do to improve their individual health as well as community 
health. 


(ti) Health teaching should be based on the health needs and interests 
of children and youth, and of their families and of the com- 
munities where they live. 

(iii) Consideration may be given to cultural, psychological, socio- 
logical and economic factors which have a bearing on health 

| behaviour. 

(iv) Education in health matters may be an integral part of the 
total programme of education, being neither neglected nor 
over-emphasised, and may be guided by sound principles of 
learning. 

s (v) Scientifically sound health facts may form the basic content of 
health teaching. 


(vi) There should be a series of learning activities in health com- 
mensurate with the level of maturity of pupils and providing 
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them with opportunities for participation in practical problem- 
solving situations. 

(vii) Health education in the school needs to be co-ordinated with 
the health education programmes in the home and in _ the 
community. 


Health Education in Home, School and Community 


18. We wish to emphasise that improvements in health habits and 
attitudes are more likely to be attained through practical experience 
centred round day-to-day activities in home, school and community. 
Health education should begin by teaching the children in the primary 
schools, simple measures as already mentioned, and these activities should 
be expanded and enlarged as the children grow. ‘There should be correla- 
tion between what they are taught in the primary, middle and high schools 
and colleges. What we mean is that ‘there should be a sequence of learn- 
ing activities in health as in other areas of learning’. 


At Home 


19. The home should provide the essentials of health training and 
determine, to a large extent, the ultimate success in the development of a 
healthy child. The responsibility of parents for the health of their 
children, as for other fundamental needs, is, therefore, great and much of 
it cannot be delegated to others. This responsibility includes supervision 
of health practices, securing of needed medical care and provision of other 
physical necessities. It also includes the provision of an emotional environ- 
ment and social setting conducive to wholesome growth and development. 
The home has the responsibility for making the effort to provide the 
minimum facilities for practising what is taught in the school. 


At School 


20. The school’s role in the promotion of health of children and youth 
is to assist parents in fulfilling their responsibilities and not to relieve the 
home of this obligation. It is universally agreed that the primary duty of 
the school is to provide sound instruction with regard to health matters 
and other subjects. The school, through the teachers, is concerned with 
the hygienic conditions and the attractiveness of the environment. Steps 
will be taken to keep the existing environment in good condition. The 
school leadership will also urge authorities to provide the right environ- 
ment to promote health, prevent disease and furnish opportunities in which 
children can practise good health habits. 


The health of the teacher and other staff members is an important 
factor in health education. School authorities should follow measures to 
employ teachers who are in sound health, and should take steps to see 
that conditions under which they are working are conducive to healthy 
living. It is all the more important that teachers practise good health 
habits at all times to set examples for the students. To bring about the 
success Of health education in the home, it is very necessary that there is 
close parent-teacher association. Organised effort to set up permanent 
parent-teacher associations in this direction is necessary. 


Role of Health Personnel 


21. The community health service has responsibility for taking steps 
to prevent disease and promote health of all the people. The public health 
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department plays an important role in health education by keeping the 
school personnel up-to-date on health matters. The health personnel 
through the organised community activities, will help parents to take 
appropriate action related to the health teaching carried out in the school. 


22. A good School Health Education Programme provides proper 
administration, supervision and guidance at all levels. 


(a) State Administration—The State Administration should _play a 
vital role in the effective implementation of school health education pro- 
grammes and in setting standards for the State in accordance with the 
national policy. Copies of syllabi and of rules and regulations relating to 
health teaching should be duly distributed. It is for the State Administra- 
tion to see that schools are provided with the amenities necessary to good 
teaching. High standards of sanitation and health practices should be 
encouraged by the State Administration. 


If the health education programme in schools is to be successful, 
proper materials of instruction are essential. ‘The State Administration 
will take steps to see that text-books are up-to-date, attractively written, 
and adapted to the developmental level of students for whom they are 
intended. Text material may be produced in book form or may be 
prepared as special lessons or units tc be included in other subject text- 
books. The teacher will need suitable manuals and guide books to give 
basic information and procedures for presenting health lessons in an 
interesting and stimulating way. The State Administration will see that 
teachers are provided with these essential teaching aids. States may look 
to the Central Government for assistance in developing these instructional 
materials and teaching aids. The Central Health Education Bureau, in 
co-operation with the appropriate advisers in primary and_ secondary 
education and in teacher training including extension programmes, may be 
given the responsibility for developing “model” or “type” material for 
use by State Health Education Bureaux in developing their own. 


(b) District and Block Level—Education officers in co-operation with 
health officers and nursing personnel should provide leadership in develop- 
ing sound health education curriculum. Supervision of the health teaching 
in schools should be done by the education officers as a part of their 
regular duties. 


(c) Local Community—Panchayats and other local leaders can 
encourage and assist the teacher in carrying out his responsibilities in 
health education. Sanitary and other health facilities to supplement those 
coming from the State can be provided through efforts of the local leaders. 
The Panchayat can also take leadership in the community to inform parents 
as to the health needs of their children and how to take steps to meet 
these needs. 


23. A good School Health Education Programme provides a curri- 
culum in relation to needs and development of the children and in relation 
to the community health problems. 


Primary Schools 


24. When children enter school they bring with them health practices 
which are the result of their experiences at home and in their community. 
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The teacher cannot change the past experiences but these can be under- 
stood and new situations created to help the child learn new sound health 
practices. Learning activities have to be planned in accordance with the 
principles of health education mentioned by us earlier. 


The fundamental facts of health suitable for primary children are 
relatively simple. Most of the emphasis in the primary grades may be 
placed on practising healthful living. The teaching should be realistic, as 
it should be in all classes. But the teaching should be practical, related 
to his development, past experiences, his home conditions, and his present 
needs. 


The Basic Education plan, now used in many schools, offers opportu- 
nities to develop understanding of health through children helping to 
maintain the cleanliness of the school and its surroundings; through making 
school gardens; through participating in the mid-day meals programme 
where there is one in the school. In addition, the teacher may ask himself 
“how can I teach these children about the dangers of polluted drinking 
water, of the value of using latrines, of the importance of the community 
health services to them and their families?” Specific practical health 
topics to explore with the children will come from the teacher’s knowledge 
of the home conditions of the children and the community resources to 
meet the health needs. 


Middle Schools 


25. Health practices taught in primary classes are not always fully 
established by the time the child completes his primary school period. 
Health attitudes and practices, therefore, continue to need attention during 
the middle classes. At this age, some understanding of the practices can 
be achieved. The “why” of the practices now begins to receive more 
attention in the health teaching. Realistic goals and objectives may be 
set and learning experiences may be planned by the teacher, in accordance 
with the general education programme. This will help the student to 
acquire new specific knowledge and develop favourable attitudes which 
will lead to desired behaviour. Use of forces within the learner which 
moves him to want to change his health behaviour makes the health 
teaching more dynamic. Some of these are: 


(a) Use of the student’s desire to satisfy his basic needs for self- 
esteem, affection, acceptance, security, and achievement. 


(b) The utilization of group influences since students value the 
attitude and behaviour of any group to which they belong. 


(c) Utilization of the student’s keen interest in his fast developing 
body. 
(d) The desire of the youth to become an adult. 


The learning experiences selected for pupils in middle classes can be 
exciting and full of interest, especially when they are life-centred rather 
than totally book-centred. Students of this age-group appreciate and 
respond favourably to problems about everyday life. In schools where 
there are special subject teachers, the health content of the curriculum 
may be correlated with the specific subjects taught. Where the classroom 
teacher is responsible for all teaching in the class, he will, of course, be 
responsible for the health teaching as well. 
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Secondary Schools 


26. Since most secondary schools are organised with special teachers 
for the various subjects, the health curriculum may be carefully planned 
so as to avoid unnecessary duplication and serious omissions, with appro- 
priate health topics being incorporated within the respective special 
subjects. In addition, many schools and especially large schools, may find 
the need to include at least one optional special study in health. Such a 
subject study could serve several purposes including the following : 


(i) Provide more intensive and extensive instruction in health. 


(ii) Help to consolidate the learning in health matters from all 
other courses. 


(iii) Provide basic training and pre-professional training for certain 
students who may later take up special work such as health 
inspectors, nurses, health visitors duties. 


(iv) Provide basic information about community health, family 
living and child care which will be useful to them as adult 
citizens. 


However, care may be taken to see that there are not adverse outcomes 
when all other teachers and administrators as well, tend to assume that 
this one unit will take full responsibility for all the health teaching in the 
school. 


As appropriate subjects in the secondary school may include certain 
health topics, likewise, a proportionate number of questions regarding 
health may be included in the examination in those subjects. 


27. We have gone through carefully the draft syllabi in health educa- 
tion for age-groups 6—11, 11—14 and 14—17 and for teacher-training 
courses prepared by the Joint Committee on Health Education-Nutrition 
Education. We feel that these can be adapted with slight variations here 
and there according to local needs in the schools. 


CHAPTER VIII 
TRAINING STUDIES AND RESEARCH 
Training 


A health programme which ineets the need of school-age children 
requires staff trained for this work. Along with finance, the lack of 
availability of qualified personnel is a major barrier for the implementation 
of school health programmes. Knowledge of the health needs of children 
and possession of technical skills to meet these needs through a team 


approach should be provided in the training for all personnel engaged in 
school health work. 


2. We wish to draw pointed attention of health and education 
administration to the urgent need for re-orienting their different training 
programmes to give real learning experiences. We are convinced that the 
best way for the trainees to learn is to do the jobs themselves. The train- 
ing centre should provide ample opportunity for the trainees to practise 
their role in the school health programme under constant supervision. 
Theoretical background is necessary, but actual performance of the task 
training programme which we suggest in the following paragraphs should 
be mainly practical and job-oriented. 


Traming of Doctors 


3. In-service—We have noticed that the doctor and other members of 
the nealth team working in the primary health centre need proper orienta- 
tion and preparation for providing preventive and promotional health 
services. The training programme of the existing orientation and other 
training centres in the country will have to be critically evaluated. It has 
to be re-organised so as to equip the trainees to play their role effectively 
in providing health care with understanding and faith in the preventive 
services. The training should also provide opportunity as to how the 
health team can and should participate in the community development 
and welfare activities of the block. The ways of utilising the community 
development personnel in rendering rural health services should also be 
demonstrated and practised during the training period. Such a training 
should include emphasis on different. aspects of school health programme, 
especially that related to the medical examination and follow-up services, 
assistance and guidance in health education, the relationship of school and 
community health, nutritional status and needs of school children, immuni- 
sation and other preventive health measures, 


4. Pre-service—The in-service training stated above will be meaning- 
ful and perhaps fruitful if the primary health centre doctor has sound 
background in social and preventive medicine in his or her under-graduate 
curriculum. We understand that the present curriculum of social and 
preventive medicine in the medical colleges provide some knowledge and 
experience in the health of school-age children, but the seems to be 
little planned and coordinated efforts to give an overall integrated picture 
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of school health programme, its relationship to community health and the 
role of the general practitioner in the programme. We, therefore, recom- 
mend that the Indian Medical Council and Universities should examine the 


curriculum of social and preventive medicine with a view to provide sufficient 
emphasis on the health of school-age child. 


5. Recognising the importance of social and preventive aspects of 
medicine, a scheme of stren 

the medical colleges has been taken up since the First Plan period. These 
departments have not yet been established in all the medical colleges of 
the country. Many medical colleges continue to have departments of 


bias in their teaching work. Thus, the under-graduate students will be able 
to realise the Importance and usefulness of preventive medicine through 


ed in all departments. 

6. We also understand that each medical college is to have a field 
practice area attached to it. With this, it should be possible for the college 
to provide necessary practical experience in the organisation and provision 
of school health services. These field practising centres should be provided 


with the required staff and equipment to facilitate provision of such 
experiences. 


7. Since health education forms a component of health care, the medical 
student should acquire sufficient scientific knowledge and skill to practise 
health education as a general practitioner. He should also know how to 
draw upon the resources of specialists of other disciplines including health 
educators for efficient discharge of this responsibility. 


8. Proper supervision and guidance is needed at the State and other 
levels. The medical officer discharging these supervisory duties will have 
to possess advanced knowledge and sound experience for administering 
school health programme. School health is one of the subjects taught in 
the D.P.H. and the D.M.C.W. Courses at the All-India Institute of Hygiene 
and Public Health, Calcutta. The training provided in school health in 
these courses is of a general nature. The Committee feels that short spe- 
cialised courses covering all aspects of school health should be provided by 
the Institute for those who will be incharge of administering and supervising 
school health. Similar courses should also be organised either at the field 
training centres attached to the medical colleges or at the proposed demon- 
stration districts for integrated health services. 


9. Most of the doctors require additional knowledge of the science of 
nutrition and the practice of dietetics. Steps should be taken to arrange 
short-term courses and seminars with a view to provide adequate trainmg 
to doctors in applied nutrition. 


Training of Auxiliary Health Personnel 


10. In our country the shortage of qualified nurses may persist for 
many years. It is, therefore, necessary that auxiliary hurse-midwives are 
trained in large numbers. The traiing imparted at present to the auxiliary 
nurse-midwives include little of child care and school health. The Com- 
mittee recommends that the Indian Nursing Council should re-examine the 
syllabus and include the subject of School Health in the curriculum 
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besides fundamentals of healthful school environment, elements of nutrition 
and treatment of minor ailments. 


11. Health visitors have been employed in many primary health centres. 
We consider it essential to review the present curriculum of training of 
health visitors with a view to see that sufficient emphasis is placed on 
school health programme. During the course of their training, they should 
perform the duties of a school health nurse and clearly understand the 
details of technical aspects of the work so that they may be in a position 
to guide the teacher in his school health responsibilities. 


12. The sanitary inspector working in the primary health centre will 
have to assist the school administration in maintaining and improving the 
sanitation of the school. In some of the sanitary inspectors’ training courses 
conducted in different States, fundamentals of school sanitation have been 
included. In others, they are lacking. We have carefully examined the 
curriculum of sanitary inspectors’ training courses formulated by the Director 
General of Health Services. It covers all the main aspects of school health 
programme including school sanitation. The Committee recommends that 
this curriculum should be followed in all the sanitary inspectors’ training 
courses in India. 


13. For those who are already in service, it is quite essential to organise 
short in-service courses in school health which should be of a very practical 
nature. Such courses may be offered at the district headquarters of the 
district selected for demonstration of integrated health services or at the 
orientation training centres. 


Teacher Training 


14. In order to perform his role in the health programme in an accept- 
able and responsible manner, the teacher needs adequate preparation and 
training. Therefore, health education and school health should be a required 
part of the training of every category of teachers. 


15. Though health is a way of life, it still remains that there is a specific 
body of knowledge, skills and practices to be learnt. In the dual task of 
maintaining his own health and contributing to the health education of his 
pupils, the teacher will need knowledge of the following* : 


1. Growth and development. 

2. Personal health. 

3. Community health. — 

4. School health practice. 

5. Methods of health education. 


16. Teacher Training programme in basic education already includes 
training in health and hygiene. The Committee recommends that syllabi 
be scrutinised with a view to bring these in line with the recommendations 
of this report. The health education requirement of the B.Ed./ DE. courses 
may also be reviewed and revised in accordance with this Committee’s 


recommendations. 
17. In order to ensure the proper development of training opportu- 
nities in health education and school health, it is recommended that one 
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#Joi it WHO/UNESCO Expert Committee Report. ‘Teacher Prepsration for Health 
iat itio 1”, 196). World Health Orginisation Technical Report Series, No. 193. 
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person in each teacher training college or teacher training institution be 
responsible for coordination of courses and activities in health education. 
Persons assigned to this responsibility should receive special training in 
health education and in principles and practices in school and community 
health in the National Institute of Education and in the Zonal Institutes 
being set up by the Ministry of Education and in Post-Graduate Centres 
for health education to be developed by the Ministry of Health during the 
Third Plan period. 


18. Teacher preparation for health education and school health, generally 
organised by education authorities needs the cooperation and assistance of 
health personnel. Not only should health authorities help in planning the 
curriculum, but the personnel from the local primary health centre and 
health department should assist teacher-trainees to get practical experiences 
in school health and an understanding of the services provided by the local 
primary health centre. 


19. Since many teachers have not had the benefit of good pre-service 
education in matters of health, it is essential to provide in-service training 
to help meet their needs. In-service programmes for these purposes should 
be organised by the same institutions as provide the pre-service training. 
In addition, special courses, especially short-term courses, should be organised 
in the local school organisation with the technical assistance from the health 
personnel. The Central and State Health Education Bureaux have respon- 
sibility for guiding and assisting training of teachers in health education both 
in pre-service and in-service types. 


20. The draft syllabus, given in appendix, on health education for training 
of teachers, recommended by the Committee on Health Education-Nutrition 
Education set up by the Union Ministry of Education can serve as a guide 
to training colleges and institutions. 


Administrators and Education Officers 


21. Administrators and Education Officers, like teachers, need prepa- 
ration essential for leadership and guidance. ‘Teacher training institutions 
should also provide opportunities for administrators and supervisors to receive 
training for their respective responsibilities. In addition to receiving the 
training recommended for teachers, the administrators and supervisors need 
to know school health problems, administrative and supervisory techniques, 
and curriculum construction. 


22. Since administrators and education officers already in the field may 
not have had adequate preparation in health education, short-term orientation 
courses should be organised by training colleges or by local administration 
to provide in-service training. Provision of short courses for keeping 
up-to-date on new health matters are also needed. 


Local Leaders 


23. Camps or other type of short training courses already provided in 
the Community Development Programme for local leaders, panchayats should 
adequately emphasise their role in the school health programme. 


Service Personnel 


94. Besides the teachers and the health staff, all the other employees 
connected with the administration of the School Health Programme should 
also be given proper health orientation. 
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Studies and Research 


Studies and research are quite essential for making school health pro- 
grammes efficient, effective and economical. In fact, as the Prime Minister 
has said, research gives quality to education and service. Future school 
health and school meal policies and programmes should be developed from 
the results obtained through scientific surveys and studies. We have observed 
that there are various problems related to school health and school meal 
programme on which experts give different opinions. For example, there 
is no general agreement on the question of frequency of conducting medical 
examination. The analysis of the amswers received in response to the 
questionnaire in Report Il indicates the areas where opinions differ and the 
problems in which studies will have to be conducted. 


We have suggested an administrative set-up for school health and school 
meal programmes. This organisational set-up could be further improved 
if short-term studies are instituted to find out its effectiveness and efficiency 
in terms of personnel, coordination and expenditure. 


The Committee has come across a number of problems that need to be 
investigated. These are: 


(a) surveys to obtain detailed knowledge of health and disease in 
the school-age population different areas of the country with 
reference to incidence, prevalence of morbidity and mortality 
and other data related to epidemiology of specific disease and 
defects ; 

(6) studies related to community understanding and participation 
with regard to problems and programmes of school health and 
school meal ; 

(c) a comparative study of health and disease among the school- 
age population in urban and rural areas in different regions of 
the country ; 

(d) the study of epidemiology of accidents in schools and in their 
environment ; 

(e) the assessment of the value of school health in improving the 
community health and vice versa ; 


(f) studies dealing with conservation of resources in school health 
programme ; 

(g) evaluation of different procedures used in school health pro- 
gramme. The procedures to be apprised will be such as screen- 
ing test, medical examination, institution of remedial measures, 
follow-up services, immunisation schedule, teacher observation, 
student participation, involvement of parent-teacher and voluntary 
organisation ; 

(A) studies in developing suitable minimum standards of sanitary 
facilities, local nutrition requirements, health teaching and training 
of personnel ; 

(i) studies of school meal programme to determine their effect on 
growth and development, social adjustment, emotional reactions, 
and its effect on the food practices followed at home ; and 

(j) effective ways of providing specialised services like dental, 
mental, ophthalmological and E.N.T. 
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The above list is only suggestive and not exhaustive. There must be 
many more problems requiring investigation. 


We have already stressed the need for maintenance and proper utilisation 
of health records of children. The Committee is of the view that there should 
be a uniform minimum system of record applicable throughout the country 
so that the data of one area could be compared with another. Besides 
this uniform minimum, each State may have certain additional records 
required to meet special needs. 


Special study in the field of school health and school meal programme 
should naturally be the concern of both Education and Health Departments. 
Therefore, these studies necessitate joint planning and execution. The 
National School Health Council as proposed by us should co-ordinate all 
studies undertaken to improve the health of school children to avoid 
duplication of effort and dissipation of limited resources available. 
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CHAPTER JX 
SCHOOL ENVIRONMENT 


There is little doubt that the ‘school environment’ does affect the health 
of the students and teachers. We find that a considerable thought has 
already been given to the problem of school planning in our country. The 
Department ot Education, Government of India, published in 1911 a report 
‘Occasional Report No. 6—Educational Buildings in India’. It dealt with not 
only the schools, but also training colleges, technical institutions, art and 


science colleges and University buildings. Later in 1941, the Central Advi- 


sory Board of Education appointed a School Building Committee to prepare 
a report for the guidance of the authorities concerned with the provision of 
school buildings. Along with the Central Government, the State Governments 
have also been doing useful work in this direction. Recently, the Ministry of 
Education, Government of India, have brought out, very clearly, in their 
report ‘Planning Schools for India’ the important considerations which 
should be given in the planning of schools in our country. Appendix VI 
to that report gives various model plans for school buildings. The report 
also deals with various aspects of the schools such as: sizes of class, class- 
room, school and its site, administrative facilities, assembly hall, library and 
craft space. It has also dealt with the provision of health services, school 
lunch tacilities, drinking water, sanitary arrangements and school furniture. 
It has given model plans of buildings suitable for our country and their 
lighting and ventilation arrangements. ‘The report also emphasises the need 
of having playgrounds and fencing around the school compound. 


In addition to the provisions contained in the book “Planning Schools 
for India’ issued in 1959 by the Ministry of Education, Government of 
India, it is necessary to incorporate the following as well : 


Classrooms 


Classrooms shall be not less than 150 sq. ft. in area. Maximum length 
of classrooms must be 30 ft. and maximum width 20 ft. and minimum height 
10 ft. Window openings, 20 per cent of the floor space in general, subject to 
the following modifications—if the angle of obstruction to light is less than 
264 deg. owing to the openness of the lay-out or the height of the building— 
the proportion of the window area mentioned above may be reduced by 
15 percent. If the angle of obstruction is greater than 632 deg., the window 
area should be increased by 15 per cent. The space so provided should 
be distributed from more than one direction to secure cross ventilation and 
adequate distribution of lighting. Windows on the east and west walls should 
have sunshades or verandahs not more than 12 ft. wide. to cut out direct 
sunlight. In the case of windows facing north or south, external hoods 
(sunshades) will be necessary for effective protection against rains; 
verandahs may be optional. Window sills may be given a gentle slope to 
avoid collection of dirt. - spl 
wards in order to draw more light through the same area. In villages for 
elementary schools in hot parts of India, windows may be omitted and 
dwarf walls may be built to a height of 4 ft. to form classrooms. 
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Window jambs should preferably be splayed out- — 


be 


Physical exercise in the form of /aizim drill 


Dancing as one of the cultural activities 
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No areas of glazing should be placed in the direct line of vision of 
teachers or pupils, i.e., windows should not be provided on the front and 
rear walls unless louvres are used to screen effectively. Hoods over side 
windows may be used for the reduction of high intensities of daylight near 
windows. They should be arranged in such a way that the daylight is not 
cut off in the interior of the rooms. The ratio of maximum to minimum 
daylight factors inside the room should be 2: 1 or less. The aim should 
be to get at a minimum of 5 per cent of daylight factor in the working area 
of classrooms. In rooms for special purposes, e.g., sewing, drawing, etc. 
a higher figure of 10 per cent is desirable. 


Ventilators 


Ventilation openings should have an area of about 2 per cent of the 
floor space. The ventilators should preferably be of the fixed type which 
will communicate with the external air, admit light and prevent birds coming 
in and rain beating in. 


2. It is realised that school buildings should be safe, attractive and 
sanitary. In selecting a location for schools, consideration should be given 
to : sufficient space for buildings and grounds, cleanliness, safe water supply 
and drainage and sanitation and attractiveness of surroundings. We under- 
stand that a set of very useful books on this subject has been supplied to 
each State Government. These should help them in the proper ‘school 
planning’ at the State level. We recommend that construction and main- 
tenance of school buildings should be in accordance with the rules formulated 
by States. 


Water Supply and Sanitation 


3. We have stated earlier that water supply for schools should be safe 
and adequate to meet the normal needs of the present and future. In urban 
areas, the public water supply is generally available. Every school building 
should, in such a case, has water supply connection and adequate number 
of taps. In rural areas, an individual water supply system is desirable for 
each school. Or, if this is not possible in the near future, facilities for 
the storage of proper and adequate drinking water should be provided. We 
have indicated earlier that earthen pitchers, properly covered, and with taps 
fixed to them would serve the purpose. The number of pitchers should be in 
proportion to the children on roll. Facilities for cleaning and filling these 
regularly should be provided. 


4. Safe and sanitary disposal of waste water is essential for health 
environment. In urban areas, wherever drainage facilities exist, these should 
be extended to all schools. In rural areas, drains should be constructed for 
the removal of waste water. These should be kept clean and not be allowed 
to develop into mosquito-breeding centres. 


5. It has been suggested that wherever water supply and drainage facilities 
exist, there should be hand-flushing latrines connected to sewers, if feasible, or 
to septic tank disposal systems. 


6. In other cases, especially in rural areas, hand-flushed latrines as per 
the type design approved by the Central Public Health Engineering 
Organisation of the Ministry of Health of Government of India should be 
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adopted. Where water is scarce, a bore-hole latrine should be used with 
a simple squat plate having an aperture which should be covered after use. 


7. In the case of hand-flushed latrines the water closet should be con- 
nected to a separate pit or bore-hole which may be in duplicate. We, how- 
ever, feel that the provision of latrines in the schools in villages is beset with 
many difficulties. Most of the children in rural areas do not want them in 
the first place. Considerable educational effort is, therefore, needed to instil 
sanitary habits in the children. Acceptable facilities will have to be pro- 
vided and the children persuaded to use and maintain them. It has been 
stated in the Third Plan that the problems relating to proper design and 
construction of village latrines and the educational and organisational 
aspects of the programme for their promotion have been recently studied. 
The broadlines of an action programme in this field have thus been fairly 
established. We recommend that efforts should be made to create awareness 


among the children about the rural sanitation problems. 


In schools where 


school meal is served, these will have an added problem of the disposal 


of garbage. 
approved by health authorities. 


The garbage should be disposed of according to the method 


8. As regards the standards to be adopted for sanitation, the Environ- 
mental Hygiene Committee have made the following recommendations : 


Optima 


staff and 
and for different 


Separate conveniences for 
for students 
Sexes. 


One urinal seat for every 40 members 
or part thereof, and one latrine 
seat for every 60 members or part 
thereof. 


Water taps for washing at the rate of 


one for' 100 members or part 
thereof. 
Drinking water should be provided 


preferably through fountains or 
taps turned upwards, or from 
closed galvanized cisterns, fitted 
with water taps, at the rate of 
one for every 100 members or 
part thereof. 


Minima 
Separate conveniences for staff and 


for students and for different 
sexes. 


One urinal for every 60 members 
or part thereof and one Iatrine 
seat for every 100 members or 
part thereof. 


Water taps may not be provided if 
there is no piped water supply, 
but at least a well, tube-well or 
other source of water supply 
should be provided within 50 
yards. 


At least one mud pot or galvanized 
cistern holding four gallons of 
water to be provided and to 
be fitted with a water tap. 


9. In the ‘Planning Schools for India’ it has been stated that where 
water supply system exists, drinking fountains should be provided in the 
ratio of one for every 50 pupils with a minimum of two in a school building. 
Where water connections do not exist, ‘Mutkas’ at the rate of one for every 
30 pupils should be provided. The water should always be drawn from a 


tap. 


The use of a common drinking cup should be discouraged. The waste 


water from the fountain should be conveyed in pucca drains to a soak pit 


or a small garden, 


ys 


10. Another point on which we lay particular emphasis is that the sale 
of food by hawkers in and around the schools should be prohibited by law. 
As we are recommending a school meal programme, it shall not be necessary 
for the children to buy from these hawkers who keep food articles generally 
in very unhygienic condition. 


CHAPTER X 
SCHOOL HEALTH ADMINISTRATION 


The Present Position 


‘Health’ and ‘Education’ are State subjects. However, the Central Health 
and Education Ministries lay down broad national policies related to public 
health and general education respectivély. The Central Ministries, therefore, 
have no specific regulations for the administration of school health. 


2. The school health and school meal programmes are administered in 
States by different departments. The medical inspection of schools in 
certain States is carried out by the health department. In others, the medical 
inspectors of schools are on the role of the Education Department and 
conduct periodical physical examination. In some States, school medical 
officers of health are employed for one or more districts. The school meal 
programmes are generally conducted by education departments. The District 
Education Officer and the Headmasters of the respective schools are 
responsible for the school meal programme or for the distribution of milk. 
We have observed that there is no one pattern of school health and school 
meal administration that is followed in all the States. 


3. Though many official and non-official organisations are administering 
different types of school health programmes in the country, there is no 
effective co-ordination among them. Generally, these agencies work in 
water-tight compartments resulting in overlapping of services and waste of 
effort and resources. Efforts to co-ordinate the work related to school health 
education were made a few years ago with the constitution of the School 
Health Education and Nutrition Education Committee. This Committee 
includes representatives of both Education and Health Ministries, the 
Chairman being the Secretary to the Union Ministry of Education. Some 
States have recently constituted Student Health Committees as suggested 
by the Union Health Ministry in its scheme for establishing State Health 
Education Bureaux. These committees are under the Chairmanship of the 
State Director of Education with the representatives of Health, Education, 
Agriculture and Community Development Departments besides the representa- 
tives of medical and teaching professions. 


School Health Administration in Other Countries 


4. The administration of school health services and school meal pro- 
grammes in some countries is in the hand of the department of Education 
while in others, the Health Department administers the schemes. 


5. U.S.A.—In the United States of America, the major responsibility for 
determining and operating the school programmes rests with the local school 
boards. Many individuals and community agencies are involved in providing 
the medical and health personnel for school health services. Some schools 
contract for or receive their health services from local and State Health 
Departments. In communities where agencies other than State Health 
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Departments provide school health personnel, a school community health 
council or coordination group has generally proved to be an effective means 
of administering the school health programme. 


6. U.S.S.R.—In the U.S.S.R., the school health services are provided by 
the local health departments. Doctors and nurses are assigned to work in 
specific schools and they are required not only to provide medical care but 
also to maintain the sanitation of the school. At the national and at the 
republic levels, a joint commission of the Education and Health Ministries 
is formed to go into different problems of school health and health educa- 
tion and suggest solutions. The national policies and programmes are 
implemented throughout the country with a few modifications to suit the 
local conditions. The school meals are administered by the Education 
Departments. 


7. ENGLAND.—In England, administrative arrangements are made by 
the local education departments with the school as an_ active partner. 
Regulations issued by the Ministry form the basis on which the local educa- 
tion authorities make provision for buildings, sanitation, heating, lighting 
and ventilation. The school health services are provided by local education 
authorities with grants from the Ministry of Education. Some local educa- 
tion authorities have special ‘Home Visitors’ for following up children who 
have been in hospitals. 


8. PHILIPPINES.—In the Philippines, the Education and Health 
Departments supplement each other’s activities. The Education Department 
requires that each school should provide health and educational services 
conducive to health. 


9, JAPAN.—In Japan, school health services are regarded as an inte- 
gral part of school education. Besides health teaching, the school has a 
health service organisation composed of school doctor, dentist, pharmacist 
and nurse. The health services are conducted by co-operative efforts of 
the school, the Ministry of Education, Health Centres and other medical 
agencies. The National School Health Law regulates all matters regarding 
school health services. The school education laws require provision of 
healthy school environment and health teaching. The National Government 
gives various directives based on these and other laws. Each prefectural 
Government is responsible for carrying out the ordinances. 


10. CEYLON.—In Ceylon, the school health work is the joint respon- 
sibility of the Departments of Education and Health. The medical inspec- 
tion, the correction of defects and the control of communicable diseases are 
attended to by the Department of Health. The Education Department and 
the school staff provide sanitary facilities and conduct health education. 
A Central Organisation—joint school health committee consisting of 
representatives of both the Health and Education Departments—co-ordinates 
the work and enunciates central policies. 


Recommendations of Expert Committee of the World Health Orga- 
nization on Administrative Set-up for School Health Services 


11. In considering what would be the best frame-work of organization 
and administration into which health services for children of school-age 
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can be fitted, the Expert Committee on School Health Services of the WHO 
(1950) put forward the following guiding principles : 


(7) 


(it) 


(iii) 


Great variation in forms of administration is possible, and no 
standard framework can be devised to meet the circumstances 
of all countries. | 


Efficiency of the school health work will ultimately depend less 
upon the particular framework of administration than upon the 
manner in which the school health teams discharge their respon- 
sibilities and bring about a material understanding in coopera- 
tion with all other authorities who share services related to the 
school work. 


In view of the importance of this co-operative relationship, the 
Committee stressed the great advantage which will be derived 
from integrating the administration of the school health service 
with the administration of the general community health pro- 
gramme. ‘This can be achieved when the medical officer in 
charge of community health is also the school medical officer 
and, no doubt, in other ways. 


(iv) The school medical officer (and other staff in the school health 


(vy) 


(vi) 


(vil) 


( viii) 


team) must have a definite assignment which will place him in a 
position of responsibility towards the maintenance of health in 
the school. He must not in any circumstances be regarded as 
an occasional visitor with no continuing responsibility. 

Sound relationships between the school health team and the 
family and the community (of which the school is a part) 
will be furthered when the nurse serving the school services also 
the general health needs of the community. Where this is 
impractical, administrative provisions between departments 
should permit the nurse working in the school to share in the 
work and professional meetings of the community health 
workers. 


A school health service should serve all children of school-age 
in a defined community and, therefore, should include children 
attending private schools. 


Health services for children of school-age cannot be isolated 
from community health care in general; this is particularly true 
of maternal and child health activities. A good school health 
service, therefore, will be correlated with the child services for 
the pre-school years through some such means as having the 
school health staff work also in the maternal and child health 
service. The same principle is true for the period after leaving 
school, and the school health service should be correlated with 
such general health services as industrial hygiene and appro- 
priate clinics. 


Reference was made earlier to the desirability of school health 
councils or committees. Their organisation can bring together 
all in an area who are interested in school health—parents, 
industrialists, and social workers, in addition to the more directly 
involved professional personnel. In smaller communities, where 
the schoo! is a centre of community activity, the village health 
committee may well function as a school health committee. 
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ee 


uy (ix) The committee stressed the importance of the total and con- 

tinuing child health concept. Pre-natal work, infant welfare 

centres, pre-school health services, school health work, and 

health supervision of adolescents should be guided by the same 

medical administration, in order to obtain uninterrupted conti- 

nuity in the supervision of the individual during the whole 

te, period of growth and development. Where, however, it 1s 

B steaesane administratively impossible or inadvisable to follow this pro- 

: cedure, responsibility must be assumed by the different agencies 

involved so to coordinate their work that the health guidance 
of any child is not fractionized. 


Organisational and Administrative Set-up Recommended for School 
Health and School Meal Programmes in Our Country 


i2. The success and efficiency of school health and school meal or, 
for that purpose, any other programme depends largely on sound, co- 
ordinated and effective administration. We feel that it would be necessary 
to develop some arrangements in which there is greater coordination and 
better understanding between those who administer Health, Education. 
Food and Agriculture and Community Development Departments from the 
national to the field levels. 


13. We have already pointed out that the community and the voluntary 
organisations should play an important role in the school health programme 
and especially in the provision of school meals. The school meal programme 
should be a people’s programme with the support of Government. We 
are convinced that the public are quite eager to shoulder the responsibility 
of school meal and school improvement projects. This should be one of 
the important projects for public participation under the Third Five Year 
Plan. In fact, in view of the limited resources available for the social 
services at present the mid-day meal programme primarily hinges on the 
cooperation and participation of community and voluntary organisations. 


14. Any organisational set-up at the national, state or other levels 
should, therefore, have to be such as would recognise and mobilise volun- 
tary efforts of the community and agencies concerned in the health and 
well-being of the children. It should also facilitate maximum utilisation of 
limited resources of every department. We, therefore, recommend _ that 
school health programme should be the joint responsibility of the depart- 
ments mentioned above, the voluntary organisations, panchayats and the 
community. 


15. The health of the child is a part of the health of the community. 
We have stated earlier that the school health services should be an integral 
part of general health services. They should complement and supplement 
each other. As the general health services are conducted through the 
Health Department in the States, the medical officer or the health 
officer of a particuJar area should also have responsibility in carrying out 
school health services of that area. The local health organisation should 
supervise and assist the school administration in maintaining healthful 
environment of the school. 


16. The general responsibility about the welfare of the child when he 
is in the school lies with the school administration. Usually, the school 
buildings and the physical facilities are provided by the Education Depart- 
ment and the local bodies. We are of the opinion that the school meal 
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programme should be the responsibility of the local school administration 
and the education authorities. The Headmaster or the Principal of a parti- 
cular school will be responsible for the implementation of school meal 
service with the assistance of the local committee. The latter should be 
responsible for raising the community share of resources. 


17. We recommend the following administrative and organisational set- 
up at the national, state and local levels. Such a set-up would stimulate 
increasingly cH operative endeavours of the community, voluntary organisa- 
tions and other official agencies related to the health services of the children. 


At the Centre 


18. At the Centre, there should be a National School Health Council. 
Such a Council will facilitate cooperation and coordination of many indivi- 
duals and groups that are concerned with the health of the children. It 
should provide a simple and orderly way of bringing together representa- 
tives of the community, professional and voluntary organisations and 
official agencies both at the Centre, and States so that they may share in 
planning and implementing school health services. The Council should be 
the Chief Advisory Co-ordinating and Supporting Body appointed by the 
Government of India, Ministry of Education. 


Constitution of the Council 


19. The National Council should comprise 40 members representing 
the following : 


Non-officials and experts nominated by the 
Govt. (Experts should be drawn from the fields of 


Health, including Nutrition and Education) = 7 
Lok Sabha 2 
Rajya Sabha I 


Ministries of : 


Health I di 
Education = 2* | 
Food & Agriculture i Os . 
Co-operation & Community Development | pass 
Finance ; qty 
Central Social WeLeate eyseine 1 
Planning Commission wv 1 
Professional Organisations (Nominated ‘by the 
Government) ao e = 3 
Welfare Organisations = a - wy 3 
State Governments ie si ai A 15 
TOTAL - AO 


The Chairman of the Council should be a non-official with knowledge 
and experience in the subject. The tenure of the Council should be for a 


period of three years. 


“#Secretary and the Technical Advis2r or their representatives. 
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Functions of the Council 


, 20. The functions of the Council should be: 


(7) To assist in the formulation of national school health policies 
and to review the same periodically; 


(ii) To encourage and assist the States in the establishment of 
school health services and school meal programme and to co- 
ordinate them; 


(iii) To initiate and guide studies, research and training on pro- 
blems connected with school health administration and 
Services; 


(iv) To assist in the formulation of standards for school health 
__ services and to lay down minimum uniform procedures; 


(v) To advise the Central Government in the allocation of grants 
and other resources to the States for school health pro- 
grammes; 


(vi) To take steps to enlist the active participation of the people 
in the implementation of the programme; and 


_ (vit) To consider the problems raised by the State Advisory Com- 
mittees, Ministries or individual members. 


The recommendations and advice of the Council should ordinarily be 
accepted by the concerned Ministries, who would decide on the policies 
to be followed to implement the recommendations. Since the Secretaries 
of the Ministries or their representatives will be the members of the 
Council, it is expected that the implementation will be quite prompt and 
effective. 


Office for the Council 


-21. In order to perform the above functions. which also include 
research and training, it is necessary for the Council to have an appro- 
priate office with a permanent full-time Secretary of or above the rank. of 
a Deputy Secretary. The Secretary should be assisted by 3 part-time 
technical Joint Secretaries drawn from the Ministries of Health, Education 
and. Food and Agriculture. tos) 

22. We recommend that there should be a new division in the Ministry 
of Education for giving effect to the programmes formulated by the 
Ministry on the recommendations of the National Council with regard to 
school meal and health education. The head of the division should be of 
the status of a Deputy Education Adviser. Similarly, there should be a 
Division of School Health Services in the Ministry of Health with an 
Assistant Director General of Health Services as its head. The respon- 
sibility regarding the supply, storage and distribution of food should lie 
with the Food and Agriculture Ministry who should have an appropriate 
set-up at the Centre for this purpose. The details regarding the imple- 
mentation will be worked out in the respective divisions. As the Chiefs 
of these divisions will be the Joint Secretaries of the Council, it is hoped. 
that there will be maximum co-ordination in the implementation of the 
policies decided upon. | 

It is hoped that the Ministries of Railways and Transport and Com- 
munications will give the required assistance in tegard to the movement 
of food articles required for the school meal programme: 
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State Level 


23. Each State should also have State Council of School Health. We 
recommend that the Chairman of the State Council should also be a non- 
official with knowledge and experience in school health. He should be 
nominated by the State Government in consultation with the Central Council. 
The functions of the State Councils will be : 


(1) To advise the State Government in all matters related to school 
health services and school meal programme; 


(ii) To assist the State Government in the adaptation of the national 
policies and programmes to suit the local conditions; 


(iit) To help in the co-ordination of the activities of different official 
and non-official agencies dealing with school health; 


(1v) To encourage and channelise public contributions towards school 
meal programme and to enlist active cooperation from the 
public; and 


(v) To review periodically the effectiveness of the programme and 
to help in overcoming the defects and bottlenecks that arise in 
the implementation. 


24. The State Council may comprise about 25 members representing 
various organisations and professions and legislature as suggested for the 
National Council. One representative of the National Council will be 
included in the State Council besides the State’s representative on the 
National Council who will be automatically in the State Council. The 
Director of Education and the Director of Health Services should be 
alternatively the Secretary and Joint Secretary respectively. They will be 
assisted by the Chiefs of the School Health Bureaux in the Health Depart- 
ment and the School Meal and Health Education Sections in the Educa- 
tion Department. The responsibility of State Miunistries of Education, 
Health, Food and Agriculture, and the Community Development will be 
similar to that of the Union Ministries. The implementation of the pro- 
gramme will be carried out by the Department of Education and Depart- 
ment of Health through the Bureaux set up especially for this purpose. 
The Chiefs of the Sections of Bureaux, we recommend, should be of the 
status of not less than that of Assistant Directors of Health Services and 
Assistant Directors of Education. The State Health Education and Nutri- 
tion Organisations will provide the technical assistance and guidance in 
their respective fields. 


District Level 


25. We are envisaging School Health and School Meal Committees 
in each district throughout the country as sub-committees at the District 
Development Councils. These District Committees would include repre- 
sentatives of the Departments of Health, Education, Agriculture and 
Community Development, the professional and voluntary associations and 
Welfare Organisations. The Committee will be responsible for the prepara- 
tion of long-term and short-term projects in accordance with the State 
school health policy. They will outline block school health programmes, 
ensure co-ordination and efficiency, encourage and obtain public contribu- 
tion and pool and distribute the resources. We consider that the major 
aim of the Committee should be to bring about wide awareness of the 
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‘school health services among the community by publicity and education. 
Such a Committee will have great potentialities for securing community 
support and action. The District Health Officer and the District Education 
Officer should work as Joint Secretaries of the Committee. 


26. The District Health Officer (or the officer assisting him in school 
health) will be responsible for organising and conducting school health 
services and the District Education Officer (or the officer assisting him in 
school meal and health education) will be responsible for carrying out the 
school meal and health education programme in the schools of the District. 
The Food and Agriculture Officer will look after the storage and distribution 
of articles of food required for school meal. 


27. As the health activities increase in the district, the supervisory 
responsibilities of the District Health Organisation will also increase 
tremendously. If the school health service has to yield the desired result, 
it requires prompt and continued supervision. In order to undertake this 
responsibility, the District Health Organisation should be strengthened 
appropriately. We consider that a public health nurse, a health educator, 
senior sanitary inspector and a maternal and child health officer should 
be added to the District Health Organisation. Supervision of school health 
programme should form one of their responsibilities besides other district 
health work. Similarly, District Education Organisation should also be 
strengthened. 


Block Level 


28. For the proper operation of the programme, there should be 
School Health Committees at the block level. These Committees could 
be sub-committees of the Block Development Council. The real operation 
of the programme actually starts from the block level. The School Health 
Committee will have the medical officer of primary health centre and the 
inspector of schools as the Joint Secretaries. It will include the inspector 
of agriculture, block development officers, representatives of Panchayat 
and voluntary organisations. The functions of the Committee broadly 
should be: outline of local school health plans, supervise implementation, 
enlist public participation and collect and distribute donations. 

N.B.—State where designation of these officers who do these functions is different, the 


designation may be different in different States and a correspondiag officer may be 
fsubstituted. 


Village Level 


29. In the scheme of democratic decentralisation, the school forms one 
of the basic institutions. All these three organisations will have to play 
a very vital role in the effective operation of the local school health pro- 
gramme. We, therefore, recommend that local school health committee 
of the Village Panchayat should be constituted including some community 
leaders interested in school health, local health staff (or representatives 
from the primary health centre) with senior Headmaster as the Secretary. 
The functions of the local committee should be: planning, implementation 
and supervision of school health programme, enlisting active community 
participation, collecting donations in money or kind, storing and distribu- 
tion of food articles. Where the Food and Agriculture Department have 
no arrangements for storage sometimes in block and in the village level, 
these arrangements should be made by the Community Development 
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authorities. The actual operation of the programme especially of the 
school health committee should meet at regular and frequent intervals. At 
health centre, viz., medical officer, public health nurse, or health visitor, 
auxiliary nurse-midwife, health inspector and the headmaster and _ class 
teacher of the school concerned. For carrying out the school meal and 
health education programmes, the headmasters of the respective schools 
will be mainly responsible. They will be supported by the school health 
committee, village panchayat, community development organisation, spe- 
ea : Mukhya Sevikas, Gram Sevikas, Gram Sevaks and Mahila 
andal. 


30. Only maximum team work at this level will yield satisfactory 
results. All persons who work in the programme must be fully aware 
of the objectives of the different parts of the school health programme 
and of their particular responsibilities in various activities. The local 
school health committee should meet at regular and frequent intervals. At 
these meetings, the progress of the programme should be reviewed, short- 
comings noted and the ways to remove these should be found out. The 
Committee should mobilise the community to make the programme con- 
tinuous and self-supporting. 


CHAPTER XI 
SUMMARY OF IMPORTANT RECOMMENDATIONS 
School Health Services 


1. School health services should form part and parcel of the general 
health services of the community. 


2. All children should be provided with school health services for the 
proper development of their personalities and for their well-being. How- 
ever, with the limited resources at our disposal, it is not possible to bring 
all children under the scheme at once. For the present, school health 
services may be made available to primary school children, i.e., children 
between 6—11 years. 


3. It would be a mere waste of time and money to continue the pre- 
sent system of medical inspection of children. The unsatisfactory results 
of the present school health services are attributable to: (a) carrying out 
of the medical inspection in a perfunctory manner; (b) the non-availability 
of remedial facilities; and (c) lack of follow-up even in the cases of those 
declared as defective. 


4. The functions of the school health services should be the provision 
of health measures both preventive and curative. These should include 
the detection and treatment of defects and the creation and maintenance 
of a hygienic environment in and around the school. It should also pro- 
vide measures for promoting positive health including the provision of 
supplementary food to improve the nutritional status of children, and 
health education. The school health services should also provide for the 
care of eyes, ear, nose and throat and of teeth. | 


5. All newly admitted children should have medical examination first 
and then again after four years. The limited facilities available today do 
not permit medical examination at frequent intervals. Children who show 
serious conditions at entrance and those who show signs of defects and 
illness later, should have frequent examinations and follow-up. 


6. The medical examination of each pupil should be _ thorough. 
Parents should be persuaded to be present during the medical examination 
of their children. | | 


7. Adequate space should be made available for the medical inspection 
of school children. | , | 


8. Securing facilities for prompt treatment is one of the main func- 
tions of the school health service. Defects which can be treated at primary. 
health units should be treated there and school health clinics should be 
held once a week. i | 


9. Those which call for specialised treatment should be referred to 
nearest hospitals and transport provided for this purpose. Additional 
wards for children should be set up with the existing or new hospitals. 
The medica] specialists should. visit the primary health units periodically. 
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10. Prevention and control of communicable diseases in_ schools 
Should be the responsibility of public health authorities. Care should be 
taken to promptly detect and isolate cases of communicable diseases. The 
class teacher, if properly trained, can spot out common communicable 
disease in his class. 


11. Emphasis should be laid on compulsory primary and re-vaccina- 
tion against smallpox immediately. Immunization against diphtheria, 
whooping cough and tetanus should be made compulsory in the imme- 
diate future. Steps should be taken to manufacture the vaccine in India 
so that it may be supplied free. Steps should also be taken to immunize 
against polio in certain areas of the country where its incidence is reported. 
In areas where epidemics have known to occur with regular periodicity, 
it would be necessary to undertake such preventive measures as a 
routine. 


12. In order to carry out the comprehensive school health service, it 
will be necessary to increase the staff of the primary health centre by at 
least one additional medical officer and four auxiliary nurse-midwives. 
But under the present circumstances, it will not be possible to achieve 
this ideal in the immediate future. Until such time as dactors become 
available in required numbers, one additional auxiliary nurse-midwife 
should be added to each centre to carry on the programme. 


13. To attract the medical and health personnel to work in rural areas, 
certain incentives, such as better salary scales, facilities for housing, arrange- 
ment for schooling of their children, attractive leave and travel facilities, 
periodical refresher courses in teaching institutions and the grant of advance 
imcrements to those who work in rural areas should be given. 


14. With adequate training in health education and school health ser- 
vices, it should be possible for the teacher to undertake certain functions 
connected with school health services such as: (a) observation of children 
with a view to spot out any deviations from normal health; (b) recording 
of height and weight and simple testing of vision and hearing; (c) main- 
taining of health records of children; and (d) giving First-aid. 


15 (a). The medical history and records of all students should be kept 
on cards filed in the schools. For the purpose of comparison, it will be 
necessary to develop uniform types of recording system containing relevant 
basic data. 


15(b). Child counselling units in schools and child guidance clinics in 
the local health departments should be established to start with in metro- 
politan cities where technical personnel and resources may be easily avail- 
able for providing such services. | 


16. Till such time as the doctors and other trained personnel are avail- 
able in adequate number for services in rural areas, school health services, 
as an interim measure, may be carried out in only a part of the area covered 
by the primary health unit. It should be possible for one medical officer 
to look after school health programme in a limited area covering about 
2,000: children as against 6,000 children in the entire area. | 


17. In addition, four districts in each State may be selected during the 
Third Plan and school health services provided to all the children in the 


age-group 6—I1. 
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18. School health services may be provided in all the schools in corpo- 
rations and municipalities. In any case, all the children studying in schools 
located in slum areas of cities and towns must be covered. | 


19. During the Fourth Plan period, school health services should be 
‘provided to: (a) all children in the age-group 6—11 in rural and urban 
areas; and (b) the children of middle and high schools in areas where faci- 
jities exist. 


School Meal 


20. The primary aim of the school meal programme should be to 
improve health and encourage sound dietary habits among children. 


21. The school meal should provide approximately one-third of the 
dietary and nutritional requirements of children. 


22. The school meal should be based on cheap nutritive and locally 
available foods. A sample menu may comprise a minimum of : cereals and 
millet—2.5 oz.; pulses—1 oz. (or pulses 0.5 oz. and protein rich supple- 
‘ment 0.5 oz.); leafy vegetables—1 oz.; non-leafy vegetables—1 0z.; oil— 
2 oz.: and condiments and salt. This menu would cost roughly 10nP. The 
‘cost of providing such a meal to each child would be roughly 12 nP. per 
day including the cost of preparation of meals and other incidental charges 
of 2 nP. 


23. As there is shortage of milk supply, at present, in our country, it 
-should first be given to the infants, expectant and nursing mothers and pre- 
school children. There is, however, likelihood of some surplus milk which 
-will be available to school children because for the next few years the 
‘majority of pre-school children cannot be reached as the number of institu- 
‘tions through which they can be reached is limited. It will thus be possible 
to provide milk to the lower age-group of 6—7 years and possibly to others 
in the primary school age-group. 


24(a). School meal for children should include the Multi-purpose Food 
-er other locally available protein-rich foods as a supplement. Plants for 
‘the manufacture of Multi-purpose Food produced at the Central Food 
“Technological Research Institute, Mysore, should be set up in vartous 
~parts of the country. 


24(b). The catering colleges and catering centres planned to be set up 
by the Food and Agriculture Ministry to train personnel for catering estab- 
lishments and prepare different types of delicious and nutritious foods should 
also undertake to prepare meals for being distributed in the schools located 
in the surrounding areas. They should also serve as modern central kitchens 
for the school meal programme and to popularise the use of inexpensive 
-and nutritious food articles. 


25. The potentialities in respect of production of fish and fish-meal 
which can constitute a part of school meal, should be explored. Facilities 
for improved haulage, quick refrigerated transport and cold storage of fish 


-should be provided. 
26. In every junior or senior basic school, wherever land is available, 


-yegetables should be grown. Such fresh vegetables should constitute a 
spart of school meal. Such facilities should also be provided at least in a 
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few other schools in each of the community development blocks. Exten- 
sion Division of the Agricultural Department should help the schools by 
giving seeds, implements, fencing material and technical guidance. 


_ 27. Expanded nutrition programmes similar to the one recently started 
in Orissa, should be taken up in other States. These projects should 
include the production and distribution of nutritionally valuable foods to 
vulnerable segments of population. They should also include nutrition 
education of people and training of personnel. 


28. Every school should be provided with protected water supply and 
facilities for drainage; sanitary environment; facilities for storage; prepa- 
ration and distribution of food; adequate space for feeding of children; and 
sanitary disposal of garbage. 


29. It is necessary that the Government should support the school 
meal programme besides the contribution of the community at the rate of 
50 per cent of the total cost. 


30. For psychological and social reasons, there should be no discri- 
mination between children from rich families and poor families in regard 
to serving of school meals. The parents from well-to-do families will 
naturally contribute more towards the community’s share of the pro- 
gramme. 


31. All children in the age-group 6—11 should be provided school 
meal during the Third Plan period. It is estimated that about 50 million 
children would be in Primary Schools by 1965-66. The number of 
children. who may actually attend school, on most of the days, however, 
would be 40 million. It should not be difficult to provide meal to these 
40 million children during Third Plan period if both internal resources. 
and external assistance are utilised. 


32. Any proposal about the external assistance towards this important. 
programme, in the shape of food articles, should be favourably considered.. 
The acceptance of external aid is suggested as an interim measure only. 
It should be possible to finance school meal programme through our own 
resources, as and when there is increased community participation, 
improvement in the internal resources, and in the food production in the 
country. 


33. In case external assistance and community participation on a 
higher scale are not forthcoming in the early stages, school meal should’ 
be provided to roughly 14 million children during the Third Plan period. 
Apart from the community contribution in cash or kind, which is reckoned: 
at 50 per cent of the total expenditure, the Government share on this pro- 
gramme would be roughly Rs. 42 crores. The remaining spillover will 
have to be carried over to the Fourth Plan period. 


34. During the Fourth Plan period, the scheme of providing school 
meal should be extended to cover children of the middle schools also 
along with all the children of primary schools, who would have been 
covered by the end of the Third Plan period. Wherever possible, the 
students of high schools and colleges should also be covered. 


Pre-School Child 


35. A comprehensive health and welfare service for pre-school childrem 
should be introduced. 
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36. In order to provide such service, the existing institutions should 
be strengthened, and a machinery through which the activities of different 
social welfare organisations could be coordinated for undertaking pro- 
sxrammes for improving nutritional status of pre-school children should 


oe evolved. 


37. The first priority in regard to milk supply should be given to 
expectant and nursing mothers, infants and pre-school children. 


38. In the past, large quantities of milk powder made available by 
UNICEF, have been left unused. The pre-school children in particular 
and even school children in many parts of the country did not receive 
milk due to unsatisfactory storage and distribution of milk powder. Imme- 
diate steps should be taken to remedy this situation. 


39. Services of ‘Balwadis’, ‘Mahila Samitis’, maternity and child wel- 
fare centres, health centres, clinics and nursery schools, the pre-primary 
schools, pediatric centres of hospitals and social welfare and simular 
organisations should be utilised for the distribution of milk to pre-school 
children. . 


40. There is need to evolve suitable diets for pre-school children. 
This can be achieved by the judicious combination of the available food- 
stuffs which are rich in protein and other protective nutrients. It is neces- 
sary to produce such products on a regional basis. 


Ai. It is estimated that, at present, it is possible to reach only 15 lakhs 
of pre-school children. They would require about 51 million lb. of powder 
milk in a year if every child is given 14 oz. of milk powder per day. It is 
hoped that milk powder and vitamin supplements needed for distribution 
to these children would be made available by UNICEF and other agencies. 
The total cost of distributing 51 million lb. of milk powder to 15 lakhs 
of children would be roughly Rs. 3.4 crores per year. 


School Health Education 


42. Health education should be included as a part of general educa- 
tion in the primary, middle and secondary schools. The Basic Education 
system, as expounded by Mahatma Gandhi, contains the essential ingre- 
dients of a school health education programme. 


43. Steps should be taken to keep the school environment in a sanitary 
condition. The school administration should provide the right environ- 
ment to promote health, prevent disease and furnish opportunities to 
children to practise good health habits. 


44. School authorities should employ teachers who are in sound 
health and should take steps to see that conditions under which they are 
working are conducive to healthy living. 


45. The health personnel should assist the teacher in carrying out his 
health education responsibilities. They should also help parents to pro- 
vide Lanaliiaes for the child to practise at home the health habits learnt at. 
school. 


46. The State Administration should play a vital role in the effective 
implementation of the school health education programme and in setting 
up standards in the State in accordance with the national policies. 
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47. The State Administration should take immediate steps to publish 
text-books on health education and to have health lessons included in 
other appropriate text-books. Books and teaching aids should be kept 
up-to-date with scientific health information and adapted to the develop- 
mental level of pupils for whom they are intended. 


48. The Central Health Education Bureau, and the National Institute 
of Audio-visual Education in cooperation with appropriate advisers in 
various fields of education should develop “type” instructional material and 
teaching aids for use in school health education programme. ‘These mate- 
rial should serve as guides for the State to develop their own aids and 
material. 


49. In primary grades, the emphasis should be placed on practising 
healthful living. The teaching should be practical and related to the pupil’s 
past experience, his home conditions and his present needs. 


50. The learning experiences in middle classes should be ‘life-centred’ 
rather than ‘book-centred’. In schools where there are special subject 
teachers, the health content of the curriculum may be correlated with the 
specific subjects taught. Where the class teacher is responsible for all 
teaching in the class, he should be responsible for the health teaching as 
well. 


51. The health curriculum for secondary schools should be carefully 
planned so as to avoid unnecessary duplications and serious omissions, 
with appropriate health topics being incorporated within the respective 
special subjects. Wherever facilities exist, health should be included in the 
list of optional subjects offered. 


52. The draft syllabi on health education for the children of the age- 
groups 6—11, 11—14 and 14—17 prepared by the Committee on Health 
and Nutrition Education constituted by the Ministry of Education should be 
adopted for health teaching in schools with slight modifications to suit local 
needs. 


53. The School Health Education Section in the Central Health 
Education Bureau and the Student Health Education Units in State Health 
Education Bureaux should be developed to provide leadership in different 
aspects of School Health Education. 


Training, Studies and Research 


54. The training programmes of the existing orientation and other 
training centres for doctors should be critically evaluated and re-organised 
to equip the trainees passing through them to play their role in providing 
health care with understanding and faith in the preventive services. 


55. The existing departments of hygiene run by part-time teachers in 
many medical colleges should be upgraded to the departments of social 
and preventive medicine. Medical students should have sound background 
in the social and preventive medicine in their under-graduate curriculum. 


56. The Indian Medical Council and Universities should examine the 
curriculum of social and preventive medicine with a view to provide suffi- 
cient emphasis on the health of the school child. 


57. The field practising centres attached to the medical colleges should 
be provided with the required staff and equipment to facilitate provision of 
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experience in the organisation and implementation of school health ser- 
Vices. 

58. Steps should be taken to arrange short-term courses and seminars 
with a view to provide adequate training to doctors in applied nutrition. 
Nutrition education should receive special attention in the teaching of 


different subjects in medical colleges. 


59. A short specialised course in school health service should be pro- 
vided by the All-India Institute of Hygiene and Public Health for those who 
will be incharge of administration of school health. Similar courses should 
be organised either at the field training centres attached to the medical 
colleges or at the proposed health demonstration districts. 


60. The syllabus for the training of auxiliary nurse-midwives should be 
re-examined by the Indian Nursing Council with a view to include the sub- 
ject of school health in the curriculum besides fundamentals of healthful 
school environment, principles of nutrition and treatment of minor ailments. 
The present curriculum of training of health visitors should also be re- 
viewed with a view to see that sufficient emphasis is placed on the practical 
aspects of school health services. 


61. For the training of sanitary inspectors, the curriculum formulated 
by the Director General of Health Services should be followed in all the 
sanitary inspectors’ training courses. 


62. In teacher training programmes, health education and school health 
should be a required part of training. The teacher should have the know- 
ledge of the growth and development of children, personal health, com- 
munity health, school health practices and methods of health education. 


63. One teacher in each teacher-training college or institution should be 
made responsible for co-ordination of courses and activities in health edu- 
cation. All such teachers should receive special training in health educa- 
tion and in principles and practices in school and community health. Health 
education at the post-graduate level should be provided at the National 
Institute of Education and in the zonal institutes being set up by the Minis- 
try of Education and at the post-graduate centre for health education to 
be developed by the Ministry of Health. 


64. For the teachers who are already in service, special short-term 
courses should be organised in the local school organisations with the tech- 
nical assistance from the health personnel. The Central and State Health 


Education Bureaux should guide and assist in the training of teachers in 
health education. 


65. Short-term orientation courses should be organised by training 
colleges or by local administrations to provide in-service training on health 
education to administrators and education officers. 


66. Future school health and school meal policies and programmes 
should be developed from the results obtained through scientific surveys 
and studies. Studies and research are quite essential for making school 
health programme efficient, effective and economical. 


School Environment 


67. School buildings should be simple, safe, attractive and sanitary. In 
selecting the location of a school, consideration should be given to suffi- 
ciency of space for buildings and playgrounds, availability of safe water 
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supply, possibility of drainage and sanitation. The surroundings should be 
attractive and protected from traffic hazards. The construction and main- 
tenance of school buildings should be in accordance with the rules formu- 
lated by the States. | 


68. Every school building in urban areas where public water supply is 
available should have water supply connection and adequate number of 
taps. In rural areas, an independent water supply system is desirable for 
each school. If that is not possible, earthen pitchers properly covered and 
with taps fixed to them should be provided. 


- 69. In urban areas wherever drainage facilities exist, these should be 
extended to all schools. In rural areas, drains should be constructed for 
the removal of waste water. | 

«70. Wherever drainage facilities exist, there should be hand-flushing 
latrines. connected to sewers, if feasible, or to septic tank disposal systems. 
In. other cases, hand-flushing latrines as per the type design approved by 
the Central Public Health Engineering. Organisation of the Ministry of 
Health should. be. adopted. Where water is scarce, a bore-hole latrine 
should be used with a simple squat plate having an aperture which should be 
covered after use. 


pore e The garbage should be disposed a according to the methods 
approved by the health authorities. : ic 


72. The sale of food by hawkers in and around the school should be 
prohibited. a | ie 


School Health Administration 


73. The success and efficiency of school health and school meal pro- 
gramme depends largely on sound, co-ordinated and effective administra- 
tion. There should be greater understanding and cooperation between the 
health, education, agriculture and community development authorities at 
all levels. They should jointly assume responsibilities for policies and pro- 
cedures for rendering these services. | 7 


74. As this should be one of the important projects for public partici-. 
pation under the Third Five Year Plan, the non-officials and the commu- 
nity should be closely associated in shouldering the responsibility for the 
programme. = “bag | 

75..The medical officer or. the health officer of a particular area should 
have responsibility in carrying out school health services of that area. The. 
local health authority should supervise and assist the school administration 
in maintaining healthy environment of the school. 


76. The school meal programme should be the responsibility of the 
local school administration and the education authorities. The Headmaster 
or the Principal of a particular school will be responsible for the implemen- 
tation of school meal service with the assistance of the local committee. 
The latter should be responsible for raising the community share of 
resources. aks | | 

77. Any organisational set-up at the national, state or other levels 
should, recognise and mobilise voluntary efforts of the community and 
agencies concerned in the health and well-being of the children. It should 
also facilitate maximum utilisation of limited resources of every depart- 
ment. | ae 
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78. At the Centre, there should be a National School Health Council. 
Such a Council will facilitate co-operation and co-ordination of many 
individuals and groups that are concerned with the health of the children. 
It should provide a simple and orderly way of bringing together representa- 
tives of the community, professional and voluntary organisations and 
official agencies both at the Centre and States so that they may share in 
planning and implementing school health services. 


79. The National Council comprising 40 members including a non- 
Official as Chairman should be the Chief Advisory Co-ordinating and Sup- 
porting Body appointed by the Government of India, Ministry of Educa- 
tion. Its tenure should be 3 years. 


80. The Council should have a permanent full-time Secretary who will 
be assisted by three part-time technical Joint Secretaries drawn from the 
Ministries of Health, Education and Food and Agriculture. 


81. There should be new divisions in the Ministry of Education, 
Health and Food and Agriculture for giving effect to the School Health 
Programme, formulated on the recommendations of the National Council. 


82. Each State should have a State Council of School Health Com- 
prising 25 members with a non-official as Chairman. The Director of 
Education and the Director of Health Services should alternatively be 
Secretary and Joint Secretary of the Council. 


83. There should be a ‘school health bureau or section’ in the Health 
Department and ‘school meal and health education bureau or section’ in 
the Education Department in each State to implement the programme. 


84. At district level, School Health and School Meal Committees should 
be set up as sub-committees of the District Development Councils. The 
District Health Officer and District Education Officer should alternatively 
be the Secretary and Joint Secretary of the Committee. The District Health 
‘Officer should be responsible for organising and conducting school health 
services and the District Education Officer for school meal and health edu- 
cation programmes. The District Food and Agriculture Officer should look 
after the storage and distribution of food. 


85. The district health and education organisations should be streng- 


aa. appropriately to plan, implement and supervise this additional 
work. 


86. There should be School Health Committees at the block level. 
These committees could be sub-committees of the Block Development 
Council. The medical officer of the primary health unit and the inspector 
of schools should be the Secretary and Joint Secretary of these Committees. 


87. At village level, local school health committees should be consti- 
tuted. These should include representatives of the village panchayat, 
representatives of welfare organisations, if any, community leaders interested 
in school health and the local health staff, with the senior headmaster as 
the Secretary. These committees should mobilise the community to make 
programmes continuous and self-supporting. 
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